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Introduction 

hippie THE TIME arrives when coronary artery 

disease can be prevented, the methods of treat- 
ment are important and deserve critical analysis. 
Can we define what we would like to accomplish in 
the treatment of this disease? The things that we 
would like to accomplish in treatment, 7.¢., the desir- 
ables, may or may not be possible of accomplish- 
ment. We would like to prevent arterial disease. If 
this is not possible we would like to retard or stop 
its progress. If this cannot be done, we would like 
to open a coronary artery, clean out the debris and 
restore the lumen. We would like to restore de- 
stroyed muscle. If this cannot be done, we would 
like to prevent further destruction. We would like 
to cure anginal pain. We would like to reduce the 
danger of sudden death in hearts too good to die. 
If we knew what could be accomplished, then we 
could concentrate on the things that are possible. 
It is difficult to separate the possibilities from the 
impossibilities. An analysis of the disease will help 
to make this separation. 


Routines in Treatment 

The medical treatment of coronary heart disease 
has been simplified to the status of therapeutic rou- 
tines. After a routine becomes established, it auto- 
matically enters a sanctuary where it is free from 
critical analysis and attack. The author’s operation 
as a form of treatment has earned a favorable place 
in science, but it occupies no such favored position 
as does a medical routine. Many medical cardiolo- 
gists have denied the value of this operation. In so 
doing they deny the validity of the experimental 
method which William Harvey did so much to 
create 300 years ago. Both forms of treatment, 
medical and surgical, are to be subjected to critical 





*The experimental work was supported by grants from 
the United States Public Health Service and the Cleve- 
land Area Heart Society. 

Presented at the Scientific Session of the Rhode Island 
Heart Association, at Providence, Rhode Island, April 
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analysis, the same for one as for the other. In this 
way the value of each can be compared. 


Analysis of the Disease 

To assess relative values of surgical operation 
and medical treatment it is necessary to separate the 
things that can be done from the things that can’t 
be done. Then it will be possible to deal with the 
former and avoid the latter. To make this separation 
it is necessary to dissect the disease into its com- 
ponents. Then each component can be analyzed in 
pure form. Asa single unit the disease is so complex 
that it can scarcely be understood. 

The disease has two components. One is physio- 
logical and cannot be identified by the pathologist. 
The other is structural and is readily identified. 
One component is anginal pain and self electrocu- 
tion. The other is disease in arteries and muscle, 
figs. 1 and 2. 


Pain and Self Electrocution 

30th of these physiological manifestations of the 
disease are produced by localized anoxia in the heart 
muscle. They occur anywhere in the course of struc- 
tural disease. They occur early when structural 
disease is minimal. They also occur late when struc- 
tural disease is approaching the terminal stages. 
The patient with pain and fear of sudden death 


continued on next page 


Spectrum of the Disease 
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FIGURE 1 


Anginal pain and fibrillating currents may occur any- 
where in the course of the disease. These are the only 
aspects of the disease that can be treated. Structural 
disease moves from A to B to C. To relieve pain and to 
delay death until the disease arrives at C are the purposes 
of treatment. 
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Death Factors 
FIGURE 2 


Three factors in the disease that kill. Arterial inflow 
reduction and death of muscle are the two structural 
forms of the disease. Severe inflow reduction can occur 
without an infarct. Structural disease in arteries or muscle 
cannot be reversed. Intercoronaries reduce the size of an 
infarct if they are present before a major artery is oc- 
cluded. Fibrillating currents and anginal pain are pro- 
duced by localized anoxia in the heart muscle. These 
physiological manifestations of the disease can be treated 
by creation of intercoronaries. 


wants the facts concerning treatment. Which form 
of treatment provides the greatest relief of pain? 
Which protects life? The patient deserves to have 
the answers to these questions. 


Structural Disease 


The physiological manifestations of pain and 
electrocuting currents are removed from this dis- 
cussion of structural disease. With these exclusions 
life is safe and free of pain from an early beginning 
of disease in arteries and muscle until each of these 
reaches its terminal point when each can kill. Arte- 
rial disease kills by reducing arterial inflow to the 
point where there is not enough blood getting into 
the heart to support the heart beat. The normal 
coronary arteries are capable of carrying much 
more blood than the heart can use. An opening of 
1.5 m.m. in diameter in one artery can allow enough 
blood to enter the heart to support the heart beat. 
Many years may be required for the disease to re- 
duce inflow to this terminal level. This end-point 
can be reached without an infarct developing in the 
heart muscle. As arterial disease runs its course 
usually one artery after another becomes blocked 
off. One segment of muscle after another is de- 
stroyed. Finally, a stage is reached where there is 
not enough muscle to circulate the blood and the 
patient dies in failure. This type of death may be 
referred to as muscle-death. Total arterial inflow 
might be enough to support the heart beat. In sum- 
mary, structural disease kills by inflow reduction, 
by muscle destruction or by a combination of both. 


Destruc— 
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Treatment of Structural Disease 

Structural disease in arteries and muscle imposes 
severe limitations upon treatment. Probably noth- 
ing can be done to clean out the arteries after they 
are stenosed or blocked off. Little can be accom- 
plished by addition of blood to the heart from out- 
side sources. The heart resists the entrance of 
outside blood. Nothing can be done to restore de- 
stroyed muscle. Intercoronaries, if present before 
a major artery is blocked off, will reduce muscle 
destruction if and when an artery becomes oc- 
cluded later on. This is perhaps the only possibility 
in treatment of structural disease and is effective 
only in a prophylactic way. The presence of severe 
structural disease in arteries and muscle and the 
conviction that nothing can be done to restore these 
conditions to normal is responsible for considerable 
negative reaction toward any kind of treatment. 
This negative attitude should not be applied to the 
physiological manifestations of pain and fibrillat- 
ing currents because these may be based upon mild 
and early structural changes in the heart when they 
are readily amenable to effective treatment. 


Treatment of Physiological Manifestations 

Pain and fibrillating currents are due to localized 
ischaemia in the heart muscle. They are not due to 
inadequacy of total artery inflow. They are due to 
an uneven or checkerboard distribution of inflow. 
Treatment is based upon the creation of inter- 
coronaries and these ration the available blood so 
that every part of the heart muscle receives some 
blood. Intercoronaries are produced by surgical 
operation. This analysis creates a breakthrough in 
understanding the disease because physiology 
versus structure can be treated. 


Localized Anoxia in the Heart 
Versus Generalized Anoxia 

A uniformly and deeply cyanosed heart is elec- 
trically stable and does not fibrillate. Examples of 
this are children born with cyanotic heart condi- 
tions, patients with acquired cyanosis from pul- 
monary disease such as emphysema and pulmonary 
fibrosis and patients with cyanotic valvular disease 
of the heart. Generalized cyanosis, be it mild or 
severe, does not produce anginal pain and does not 
disturb electrical equilibrium in the heart. General- 
ized and deep cyanosis was produced in 77 dogs in 
my laboratory and none of them fibrillated. Local- 
ized anoxia in the heart produces anginal pain, 
cardiac arrhythmias with ventricular complexes 
and ventricular fibrillation. These electrical charges 
can be produced in the laboratory by ligating a 
coronary artery in a pink heart or by perfusing 
well-oxygenated blood into a coronary artery of a 
cyanosed heart. Such electrical charges produced in 
areas of muscle receiving different amounts of oxy- 











d 








THE TREATMENT OF CORONARY HEART DISEASE 313 


genated blood kill the child with an anomalous 
coronary artery. They also kill many of the victims 
of coronary disease. 

The characteristics of ventricular fibrillation 
produced by currents generated within the heart are 
worthy of note. Fibrillation has the stature of an 
important lethal disease but the pathologist never 
finds it in the dead body. It’s a mystery without 
anatomical identity and leaves no trace when it 
kills. It embarrasses the medical intellect by killing 
when it shouldn't, when anatomical disease is mild 
and when life is considered safe. It kills a good 
heart as readily as it kills a severely damaged heart, 
an infant as readily as an adult. It has no respect 
for sex but it kills more men than women. It kills 
with or without warning, with or without anginal 
pain. It kills millions of people, it’s our modern 
scourge. Society recognizes it, lives with it and does 
not fight it. Medical circles have a strange com- 
placency towards it. The idea of preventing ven- 
tricular fibrillation scarcely exists and reversal 
after it appears is being learned for the first time. 
These possibilities of accomplishment have been 
created by taking positive action within the frame- 
work of the new physiology. 


Current of Injury — Injury of Muscle 
Generalized anoxia of the heart is tolerated even 
when it is severe; localized anoxia is painful and 
kills even when it is mild. The development of a 
fibrillating current is independent of an infarct. The 
current and the infarct are produced by two dif- 
ferent processes, each of which may occur inde- 
pendently, fig. 3. Conversion of a fibrillating cur- 
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FIGURE 3 

Coronary artery occlusion produces two sequelae. One 
is anginal pain and an electrical charge that may be 
strong enough to fibrillate the heart. The other is destruc- 
tion of muscle. Fibrillation may occur without an infarct 
and an infarct may occur without fibrillation. A mild 
coronary occlusion, meaning a small infarct, is scarcely 
mild when it kills. 


rent out of oxygen-differentials in muscle is a 
problem for investigation. The old concept of “‘cur- 
rent of injury” implies that injury of muscle is 
involved when abnormal currents are produced. It 
relates current and injury as results of a single 
process. This concept of injury is not valid. It im- 
plies that cyanosed muscle is injured muscle. A 
deeply and uniformly cyanosed heart is not injured 
and does not produce an injury current. This is 
readily demonstrated in the experimental labora- 
tory and abundant clinical evidence supports these 
ideas. 


Aims of Treatment 
The aims of treatment are cure of anginal pain 
and prevention of fibrillating currents. If these two 
desirables can be accomplished, then the patient 
will live free of anginal pain and safe from fibrilla- 
tion until structural disease takes his life, and if 
structural disease stops before it becomes terminal 
then life expectancy is not shortened by the disease. 
Treatment is based upon the addition of blood to 
ischaemic areas of muscle. Quantities in the range 
of drops or several cc’s per minute are effective in 

reducing pain and making life safer. 


Nitroglycerin 

Nitroglycerin and other vasodilating drugs re- 
lieve pain by increasing blood supply to ischaemic 
muscle. These drug effects were measured in my 
laboratory by D. S. Leighninger and, insofar as I 
know, these are the only direct measurements in 
existence. Nitroglycerin adds 0.88 cc. or 10 drops 
per minute to the circumflex area of muscle when 
this area of muscle is made ischaemic by ligation 
of the circumflex artery. This drug effect lasts 5 to 
10 minutes when the circulation returns to normal. 
Relief of pain in man is also temporary. Nitro- 
glycerin and peritrate have temporary action. They 
do not afford permanent relief of pain and they give 
no permanent protection against fibrillation. There 
is no drug that produces permanent intercoronary 
channels. 


The Author’s Operation 

The purpose of this operation is to ration the 
blood that is available. It adds little or no blood to 
the heart from outside sources. It creates inter- 
coronaries and helps to produce a more even dis- 
tribution of the blood that is there. The operation 
is not difficult to perform. It consists of several 
steps carried out on the surface of the heart. It was 
described in the Dec. 20, 1958 issue of the J.A.M.A. 


Measurements of the Operation 
I. Electrical Death After Test-Artery-Occlusion 
Under Controlled Conditions. 
In one step, the descending ramus of the left 


coronary artery is ligated at its origin. Self electro- 
continued on next page 
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cution occurred in 70% of the normal dogs. If 
operation was done weeks or months before the test 
artery was ligated, the mortality was reduced by 
43%. This protection was established by a large 
number of experiments and is more significant than 
information obtained from human material. The 
experiments had controls ; human material does not 
have comparable controls. The fact is established 
that operation saves life and increases longevity. 
To deny this is to deny the value of the experimental 
method. 

II. Size of Infarct After Test-Artery-Ocelusion., 
Controlled Experimentation. 

In the dogs that survived test artery ligation the 
size of the infarct was measured in each of the above 
groups. In the hearts protected by operation done 
weeks or months before artery-ligation the infarct 
was 00 to 70% smaller than in the unprotected 
hearts. The conclusion is that operation protects 
muscle against destruction by ischaemia, provided 
operation is done before the artery is occluded. 
Operation has prophylactic value if done before it 
is needed. This fact was established under con- 
trolled experimentation. It is not possible to obtain 
information of this nature from human material. 
This possibility of protection is so reasonable as 
to be elementary. 

III. Measurements of Blood Supply to Ischaemic 
Muscle Under Controlled Conditions. 

The effectiveness of any form of treatment is 
based upon the amount of blood made available to 
ischaemic muscle. This can be measured by ligation 
of the main artery that supplies an area of muscle 
and then cutting the artery distal to the ligature. 
The amount of blood that runs out is a measure of 
the quantity that is available. This blood comes 
from surrounding muscle where the blood supply 
is not impaired and it comes by way of intercoro- 
nary communications, It is referred to as backflow. 
The average backflow in normal dogs is 3.8 cc. per 
minute. After operation the average amount is 
8.5 cc. per minute. Operation adds 4.7 cc. per 
minute or 282 cc. per hour to that which is 
normally present. These intercoronaries and these 
back-flows were found one year after opera- 
tion, and it is assumed that they are permanent. 
Operation provides five times as much blood as 
nitroglycerin and the effect is permanent, whereas 
the effect of nitroglycerin is temporary. The follow- 
ing facts have been established—1, that operation is 
more effective in adding blood to ischaemic muscle 
than the vasodilating drugs ; 2, that operation is the 
only method by which the heart can be protected 
permanently against ventricular fibrillation. 

IV’. Electrical Condition Versus Amount of Blood 


to Ischaemic Muscle. 
The amount of blood available to an area of 
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ischaemic muscle can be changed at will in the ex- 
perimental laboratory. For example, the circumflex 
area of muscle can be given quantities such as 2, 4, 
6, 8, or 10 ce’s per minute. An electrogram can he 
taken from non-ischaemic and ischaemic areas of 
muscle by passing a cotton electrode moistened in 
sodium chloride solution from one area to another, 
Quantities of 2 cc’s per minute added to or taken 
away from ischaemic muscle produce a difference 
in the electrogram or in the electrical condition of 
the heart. These changes are readily observed. That 
the degree of ischaemia has a definite effect on the 
electrocardiogram is not a controversial point. That 
quantities of blood in this range produce significant 
alterations is scarcely appreciated. A nitroglycerin 
unit of pain relief is based on 10 drops per minute. 


Operation on Humans 

I. Selection of Patients. All patients with the 
disease should be operated upon except those ap- 
proaching the terminal stage of inflow-reduction 
and/or muscle-destruction. These patients are go- 
ing to die from structural disease. The operation 
should be done as a prophylactic measure in “coro- 
nary families” in which the father and _ several 
brothers died at an early age. Protection should be 
given before it is too late and at a time when opera- 
tion involves little or no risk. Operation is delayed 
six months after the last infarct. If there is a ques- 
tion concerning activity in the disease, operation is 
delayed. The most desirable patient for operation 
is one with maximum pain and minimum structural 
disease. 

II. Relief of Pain, This is experienced by most 
patients as early as one or two days after operation. 
Ninety-three per cent of 429 patients operated upon 
between January 1954 and January 1959 received a 
good or excellent result. The definition of good is 
occasional pain, occasional medicament. The defini- 
tion of excellent is no pain and no medication. 
These patients were treated by medical measures 
before operation was done, so that they are in the 
position to compare the results of medical therapy 
versus the results of surgical operation. 

Ina survey now being made, patients were asked 
whether they would recommend this operation to 
other patients with a similar condition. An affirma- 
tive answer was obtained in 110 and a negative 
answer was obtained in 5. This recommendation 
is significant. It has additional significance because 
the disease is progressive and increases in severity. 
The clinical result was obtained in 110 patients who 
had gone four years or longer since operation. In 
this group the clinical result was excellent in 50%, 
good in 39.5% and fair, which means some im- 
provement, in 8.1%. This analysis indicates that 
improvement is not transient and that it persists 
over a period of years. 
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II]. Mortality in This Group of 429 Patients is 
as follows: 

In the hospital, all causes, 6%, subsequent mor- 
tality, all causes, up to five years, 10%. One third 
of the patients were classified as salvage at the time 
of operation. The definition of salvage is the pres- 
ence of structural disease that is approaching the 
terminal stage. In 256 patients classified as non- 
salvage the hospital mortality, all causes, was 3% 
and the subsequent mortality, all causes, up to five 
years was 6%. Ina group of 110 patients operated 
upon in 1954 and 1955, the mortality at the end of 
two years was 10% and at the end of four years, 
22%. In a group of approximately 7,400 patients 
not operated upon (Black et al., Mayo Clinic, Cole 
et al.. Michael Reese Hospital; Lindgren, Stock- 
holm) the mortality at the end of two years was 
25% and at the end of four years, 42%. These 
groups of patients are scarcely comparable to the 
operated groups, but the reduction in mortality by 
operation must have significance because it was 
substantiated in the experimental laboratory where, 
under controlled conditions, mortality following 
test-artery occlusion was reduced 43% by operation 
and the size of the infarct was reduced by 60 to 
70%. It is also probable that structural disease was 
greater in the operated group than in the non- 
operated group, because decision to have the opera- 
tion is often dictated by the degree of incapacity. 
The greater the pain and the greater the incapacity, 
the more the patient desires operation. A man (with 
a family) who is unable to work is driven to have 
anything done, even operation. The man who can 
take it easily likes to believe his physician when 
he states that he does not need operation and that 
his life is safe under his care. 

The incidence of arterial occlusion, in itself, can- 
not be changed by operation, but the effect on the 
heart can be reduced by the presence of intercoro- 
nary communications. If this is correct, and it un- 
doubtedly is, the statement can be made that opera- 
tion reduces the damage and danger of subsequent 
arterial occlusions. They must occur with the same 
frequency, but they do not always manifest them- 
selves by clinical studies. We have seen patients 
develop a bout of pain and tachycardia. We have 
admitted them to the hospital, but the condition 
clears in twenty-four hours and studies do not con- 
firm the diagnosis of an infarct. This is to be ex- 
pected on the basis of facts established by experi- 
ment, Patients were asked whether they had had a 
“heart attack” since operation and 109 stated no 
and 13 stated yes. The average interval since opera- 
tion was two years. 


Il’, Other Observations After Operation. 
Increased Capacity for Work. Almost all patients 


are able to go back to their previous jobs or are able 


to do some kind of gainful work. Some of the 
patients were completely incapacitated for work 
before operation, and others were not so incapaci- 
tated. With many a patient the anatomy in the 
heart is good and the anginal pain is comparable to 
an incapacitating toothache and the result of opera- 
tion is comparable to that after extraction of the 
tooth. To be freed from incapacitating anginal 
pain is scarcely a figment of the patient's mind. 

Cold Feet Before Operation; Warm Feet After 
Operation. Many patients stated that their feet were 
warmer after operation. A study of foot tempera- 
tures was carried out. Twenty-three patients were 
studied who had cold feet before the operation. In 
21 of these the temperatures after operation rose 
4 to 5 C. The greatest rise was 10 C in one patient 
and 8 C in each of two others. If the temperatures 
were normal before operation, they remained nor- 
mal after operation. What is the significance of 
warming of cold feet? First, this is an objective 
measurement which must be accepted as fact. 
Physiologically, it means that the circulation to the 
feet is improved by operation on the heart ; more 
blood has reached the feet. The mechanism is not 
known, but presumably it is by release of spasm. 

Many patients state that the entire body is 
warmer. Some of the patients stated that their 
memory is improved and that they can comprehend 
conversation better. Releasing of cerebral spasm is 
not to be dismissed as an impossibility. 

Absent Radial Pulse Before Operation and Re- 
turn After Operation. The radial pulse in the left 
arm disappeared when a patient had an occlusion 
of a coronary artery. Blood pressure could not be 
obtained in this arm, and the pulse was absent for 
one year when operation was done on the heart. 
Two days after operation it was noticed that the 
pulse was present and the blood pressure in the left 
arm was the same as in the right arm. The obvious 
explanation of this is that the disease produced 
arterial spasm of a large artery elsewhere in the 
body and that this spasm was released by operation 
on the heart. In terms of physiology, it is significant, 
first, that this relationship existed and, second, that 
the surgical operation was effective in releasing it. 

Irregularities of Heart Beat Before Operation; 
Disappearance After Operation. In 20 patients 
operated on, chronic arrhythmia was the most 
prominent and important symptom before opera- 
tion. These arrhythmias in most of these patients 
were distressing and alarming. In 17 patients the 
arrhythmias either completely disappeared or di- 
minished in frequency and severity after operation. 
This is presented as objective evidence of benefit 
from operation. 

Improvement in Ballistocardiogram After Op- 
cration. Ballistocardiograms were done on 17 con- 


secutive patients operated on. In 13 of these the 
concluded on page 324 
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eee Work CLASSIFICATION UNITS were 
established throughout the country to help in 
solving some of the problems that affect the em- 
ployment of the person with heart or vascular 
disease. 

The Cardiac Work Classification Unit in Phila- 
delphia,! under the sponsorship of the Heart Asso- 
ciation of Southeastern Pennsylvania and the Divi- 
sion of Adult Cardiovascular Diseases, Common- 
wealth of Pennsylvania, started in February, 1952. 

The organization committee decided that such a 
unit would be most productive and useful if admis- 
sions were principally confined to persons that were 
employed or were considered to be employable. 
A rapport with industry in and around Philadelphia 
was established for the referral of their workers 
with heart disease. 

The Unit consists of a cardiologist, a psychiatrist, 
a medical social worker and a vocational counselor. 
In 1953 a second Unit, composed of the same disci- 
plines, but not the same persons, was established to 
conduct only follow-up examinations. 

It must be stressed that the multi-discipline ap- 
proach was practiced, and that no recommendation 
was made individually before the group conference 
was held. Strict adherence to the policy of the team 
approach enabled all members of the team? to gain 
experience and insight into the problems of the 
*Presented at the Scientific Session of the Rhode Island 
Heart Association, at Providence, Rhode Island, April 
8, 1959. 
1Supported in part by Grant RD 281, Office of Vocational 
Rehabilitation. 

“We are particularly indebted to Miss Hepe Thomson and 
Mr. John Hagan who have been with the Unit since its 
inception, to Doctors M. C. J. Pfeiffer, R. Monheit, J. 
Urbach, T. M. McMillan III, D. Lewis, J. Bryfogle, M. 
Levine, W. S. Robbins, P. Ottenberg, S. Bullock, S. 


Shapiro, Miss R. Carp, Mrs. J. Wallace, Miss R. Brown, 
Miss L. Harnick and Miss F. Korsin for their assistance 
in the operation of the Unit. 





worker with heart disease, his resulting disability 
and its relationship to employability. 

The composition, source of referral and job status 
of 616 persons who were evaluated by the Unit 
between February, 1952 and December, 1956 is 
given in Table I. Four hundred and _ forty-six 
(72.4% ) patients were referred to the Unit by in- 
dustry (industrial physicians, personnel and labor 
unions). This source of referral accounts for the 
fact that 531 (86.2% ) of the patients were working 
full or part time or were on sick leave from full time 
jobs at the time of initial evaluation. The proportion 
of males to females, whites to non-whites and age 
distribution are comparable to other groups and no 
comment will be made. 

Ninety-seven (15.8% ) patients were found to 
have no heart disease. This relatively low figure re- 
flects good screening by the referring sources. The 
recommendations made to 519 cardiacs (Table II) 
were that 474 (91.4%) return to full time work, 
with or without restrictions. In some instances the 
job could be modified to conform to the recom- 
mended restrictions, in others a change of job was 
accomplished. 

Table III represents the composition, source of 
referral and job status (on initial evaluation) of a 
group of 374 cases who had one or more follow- 
up examinations. Comparison with Table I shows 
little or no change in the composition of these 
groups in any category, including age, sex, race, 
source of referral and employment status. 

The Unit recommendations (Table IV ) made to 
331 patients with heart disease, who had one or 
more follow-up examinations, was that 301 (91% ) 
could return to full time work. Note again that 
there is no change statistically in comparison with 
Table II. 

The employment status on initial and follow-up 
evaluation in 374 patients is given in Table V. There 
was an increase in 56 (14.9% ) patients who were 
employed despite the retirement of 23 patients -( 22 

of whom were employed or on sick leave on initial 
examination). The changes were in the cases on 
sick leave and unemployed when first evaluated. Of 
the 95 cases on sick leave, 57 (60% ) returned to 
work ; of the 49 unemployed patients, 29 (60% ) 
were able to get full time work. Thirty-five of those 
initially on sick leave were in the age group of 55 
continued on page 318 







































































CARDIACS CAN WORK 
rY 
ae TABLE I 
Age, Sex, Race, Source of Referral and Job Status on Initial Evaluation of 616 Cases 
—_ Age Group Sex Race Source of Referral Job Status on Initial Evaluation 
Em- Em- 
Bur. ployed ployed 
Age Private of Full- Part- Sick Unem- 
No. Cases M F White Negro Industry Doctor Rehab. Other Time Time Leave ployed 
20 & 26 17 9 24 2-20 4 0 2:16 0 2 8 
= under 4.1% 
21-34 63 50 13 47 16 43 17 2 1 49 0 5 9 
iy 10.2% 
35-54 BIB: 276 37 276 37 223 69 11 10 181 6 82 do 
5 51.0% 
: 55& 214 203 11 195 19 160 41 3 10 119 9 62 24 
“ over 34.7% 
IS 
x Total 616 546 70 542 74 446 13 16 23 365 i 151 85 
; 88.8% 11.2% 72.4% 21.2% 2.6% 38% 593% 24% 245% 13.8% 
ig 
e 
y TABLE II 
: Recommendations Made to 519 (84.2%) Cardiacs on Initial Evaluation 
1 
Return to Extend 
) oo Work Convalescence, 
or eeu Work Same Work Increased Full-Time: With or Unable 
No. Without With Activity Reduce Without Care; to 
) Age Cases Restrictions Restrictions Allowed Activity e.g. Surgery Work 
20 & 11 3 5 0 1 1 1 
under 2.1% 
21-34 39 9 17 1 8 3 1 
7.4% 
35-54 262 28 131 10 69 18 6 
50.5% 
55& 207 9 122 6 55 7 8 
over 40.0% 
Total 519 49 275 17 133 29 16 
9.5% 53.0% 3.3% 25.6% 5.6% 3.0% 
TABLE III 
Age, Sex, Race, Source of Referral and Job Status of 374 Follow-up Cases 
Age Group Sex Race Source of Referral Job Status on Initial Evaluation 
Em- Em- 
Bur. ployed ployed 
No. F Private __ of Full- Part- Sick Unem- 
Age Cases M F White Negro Industry Doctor Rehab. Other Time Time Leave ployed 
20& 10 7 3 8 2 7 2 0 1 4 0 1 5 
under 2.5% 
21-34 44 35 9 i 9 32 11 1 0 36 0 3 5 
11.9% 
35-54 193 170 23 173 20 136 44 6 y 104 6 56 27 
51.6% 
55& 127 119 8 119 8 92 Zé 1 7 76 4 35 12 
over 34.0% = i § 
Total 374 331 43 35 39 267 84 8 5 220 10 95 49 


3 
88.5% 11.5% 71.5% 22.5% 1.9% 41% 588% 2.7% 25.4% 13.0% 





*6 applying for new jobs 
+ lapplying for a new job 
§ 12 applying for jobs 
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continued from page 316 
years and over; of these 17 returned to work. ( 
the 23 who retired, 18 were in the age group of : 
years or over. 

Table VI compares the occupations on initial 
evaluation with the occupations on follow-up evalu- 
ation of 251 cardiac cases who were found to be 
working at the time of follow-up examination. That 
the employer need not lose the skill and experience 
of an employee who develops organic heart disease 
is shown by the fact that a high percentage of the pa- 
tients remained in the same job category following 
evaluation by the Unit. A few cases were placed in 
jobs where the physical activity was less, but with 
greater responsibility. The greatest problems were 
encountered in the unskilled occupations which re- 
quired great physical exertion and which might 
aggravate the cardiac condition of the patient. In 


f 
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these cases, the lack of job opportunities, of skill 
and training compounded the problem. 

The question of how well the patient does clini- 
cally, when working and when not working, is sum- 
marized in Table VII. Of the 331 patients with 
heart disease who had a follow-up examination, the 
number employed increased from 198 on initial ex- 
amination to 255 on follow-up examination. This 
was the result of 52 patients returning to work 
from sick leave, and 25 patients who obtained em- 
ployment after evaluation by the Unit. The fact 
that work does not necessarily aggravate heart 
disease is demonstrated in the second part of Table 
VII. Of the 77 patients found to be physically im- 
proved on follow-up evaluation, 58 (78% ) were 
working ; of the 201 patients found to be in the same 
physical condition, 156 (77% ) were working ; in 
the 53 cases who were found to be worse, 31 (60% ) 
of whom were working, it was felt that the natural 


TABLE IV 


Recommendations Made to 331 Cardiacs on Initial Evaluation 








Age Group 


Work 
Without 
Restrictions 


No. With 


Age Cases 


Same Work 


Restrictions 


Return to Extend 
Work Convalescence, 
Full-Time: With or 
Reduce Without Care; 
Activity e.g. Surgery 


Increased 
Activity 
Allowed 





20& 6 
under 1.9% 
31 
94% 
171 
51.7% 
123 
37.0% 


0 


1 


4 


4 





Total 331 33 174 


10.0% 52.6% 


( 
2.7% 








TABLE V 


Employment Status on Initial and Follow-up Evaluation of 374 Cases 








Initial Work Status 
Status 


Employed 


Follow-Up Status 
Sick Leave | Unemployed 





CARDIACS 
331 
88.5% 


Eormployee..a.ecccossecseeve 
Sick Leave......... 


Unemployed............... 


14 
14 
17 





NO 
HEART 
DISEASE 
43 


11.5% 


Employee .........:cccccc00 
Sick Leave 


Unemployed.............. 








Total 








* housewives (7) 
+ psychopathic inferior 
§ applying (4) 
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progression of the heart disease was responsible, 
rather than the physical exertion of the job. 

The relationship of the diagnosis to the medical 
status on follow-up examination, comparing those 
patients who were working with those not working, 
is given in Table VIII. It is of interest to note that 
56% of the patients with rheumatic heart disease, 
65% of the patients with hypertensive heart dis- 
ease, 49% of the patients with arteriosclerotic heart 
disease and 66% of the patients with coronary ar- 
tery disease were improved or remained the same 
medically, while working. Eighteen (34% ) of the 
33 patients found to be worse on follow-up exami- 
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nation had rheumatic heart disease. Of these, six 
patients were in age group 21-34 years and ten pa- 
tients were in age group 35-54 years. This dis- 
couraging prognosis, in a relatively young and 
productive age group, may be reversed by early 
diagnosis and more definitive treatment, particu- 
larly by the development and improvement of tech- 
niques in cardiac surgery. 

That cardiacs can work was established by the 
early efforts of the Bellevue Group under Gold- 
water! and has been confirmed not only by our own 
experience, but by the experience of other Work 
Classification Units, such as those in Cleveland? 

continued on next page 


TABLE VI 


Occupation on Initial and on Follow-up Evaluation of 251 Cardiacs Who were Working at Time of Follow-up 








Occupation on | 
Initial Evaluation | 
| Professional Clerical 
No. Cases| Managerial Sales 


Occupation on Follow-Up Evaluation 


Semi- 
Skilled 




















Occupation Service Skilled Unskilled Housewives 
Professional 22 | |) ir | re Se 
Managerial 9.0% | 
Clerical 36 | 1 32 ). | “See 
Sales 14.3% | 
Service | ee ee i] |: | er 
10.5% | 
Skilled 69 5: 4 4 53 5 
27.5% 
Semi- 54 4 2 40 6 2 
Skilled 22.0% 
Unskilled 37 1 3 1 6 25 1 
14.7% 
Housewives 4 |: ne -1- 3 
1.6% 
Never 1 ce 1 
Worked 04% 
Total 251 25 41 37 57 53 32 6 
100% 
TABLE VII 


Medical Status on Follow-up Evaluation Related to Employment Status on Initial and 
Follow-up Evaluation of 331 Cardiac Cases 








Initial Work Status 


Follow-Up Work Status 


Medical Status 








Status No. Cases Status No. Cases Improved Same Worse 
S511) OA er 198 Employed 168 32+ 113 23* 
Sick Leave 6 1 4 1 
Unemployed 14 2 7 5 
Retired 10 1 3 6 
Sigkikeave:ccccce. 90 Employed 52 17* 31 4 
Sick Leave RZ 3 6 3 
Unemployed 14 3 10 1 
Retired 12 2 6 4 
Unemployed wun. 43 Employed 25 O* 12 4 
Sick Leave 0 0 0 0 
Unemployed 17 6* 9 2 
Retired 1 1 0 0 
SRG Ca ets ers cs 331 331 77 201 53 








* 1 case had commissurotomy 
+4 cases had commissurotomies 
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and Boston* and the Altro Group.‘ In a relatively 
few years, the commonly accepted view of the car- 
diac as a near total invalid has been altered, so that 
we now ask ourselves what’s wrong with the patient 
when he is not living a full or nearly full life. 

Despite the optimistic picture from the point of 
view of the physical factors involved in cardiac ill- 
ness, it is apparent that not all cardiacs who can work 
do work. The Altro Group classified 35% of their 
patients as rehabilitation failures. Clark in Boston 
reported that only 63% of those patients his Group 
considered employable, did in fact obtain em- 
ployment. 

It was the opinion of the Unit that in slightly over 
46% of the patients evaluated, physical factors and 
job opportunities were less important than social, 
economic, cultural and emotional factors in em- 
ployment motivation and vocational adjustment. 
Although 91% of the patients evaluated were 
judged to be physically able to return to work, it 
was found that in approximately 30 per cent, the 
recommendations of the Unit had not been fol- 
lowed. Inthe past year the Unit* has studied a group 
of 117 patients in an effort to determine the medical, 
vocational, social and psychiatric factors related to 
unsuccessful vocational adjustment of cardiac pa- 
tients. 

The term “successful vocational adjustment” 
(SVA) is defined as “the return to work without 
aggravation of cardiac disease.” If the job place- 
ment is consistent with the Unit’s recommenda- 
tions, then patients who return to work with or 
without restrictions, or to the same job with re- 
duced activities are considered to fall into the SVA 
group. The patient may continue to show signs and 
symptoms of cardiac illness after return to work 
and still be placed in this group, if the cardiologist 
judges that the heart disease is not being aggra- 
vated by the work performed, but would be antici- 
pated on the basis of the patient’s physical status, 
even if he were not working. 

Those revealing “‘unsuccessful vocational adjust- 
ment” (UVA) are rated by one or more of the 
following criteria: 

(a) The patient is not working, although able to 

do so physically ; 

(b) The patient is not working up to the level 

recommended ; 

(c) The patient is working significantly beyond 

the recommended level, with aggravation of 
heart disease. 


Of the 117 patients studied, 38 (32% ) were 
judged to be UVA. The data from the team evalua- 
tion schedules revealed that the group classified as 
UVA differed from the group classified as SVA in 


*Miss H. Thomson, Mr. J. Hagan, Doctors D. Lewis, S. 
Shapiro, R. Monheit, M. Levine, Miss F. Korsin. 
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that the former group showed a significantly 
greater frequency of problems in the social and vo- 
cational areas. The UVA group had multiple prol)- 
lem areas ; their problems appeared to be more se- 
vere, and there was a greater tendency for the 
cardiac illness to aggravate these problems. The 
SVA group more often realistically accepted the 
illness, while the UVA group was overconcerned. 


From the schedules for each discipline the fol- 
lowing information emerged : 


1. The cardiologist classified a number of pa- 
tients as III C (New York Heart Association 
Classification ). This degree of incapacity did 
not necessarily render the patient UVA since 
a number with this classification were SVA. 
Additionally, in the UVA group, it was 
judged that these patients could be gainfully 
employed without aggravating their cardiac 
condition, It was obvious, therefore, that the 
reason these patients were not working was 
due to non-cardiac factors. A striking finding 
was, that there were six times as many pa- 
tients with hypertensive heart disease in the 
SVA group than in the UVA group. The 
factor or factors responsible for this finding 
remain to be evaluated. 


2. According to the data obtained by the voca- 
tional counselor, job stability was an = im- 
portant factor that differentiated the two 
groups. The SVA group changed jobs much 
less often than the UVA group, both before 
and after the onset of heart disease. This may 
be related to the finding that three times as 
many patients in the UVA group had major 
problems in personal relationships on the job, 
before cardiac illness, than in the SVA group. 


Data from the social worker’s schedules con- 
cerning economic and family stability factors 
showed that generally the SVA group experi- 
enced little or no economic deprivation, and, 
if family stability was affected, it was likely 
to be in a positive direction. The UVA group 
suffered greater economic hardship and their 
families were forced to make sacrifices. In 
both groups, cardiac illness led to a shift in 
the roles assumed by family members. The 
SVA group gave up responsibilities for house- 
hold activities, while the UVA group tended 
to assume them. 


From the psychiatrist’s schedule, the data in- 
dicated that an individual with heart disease 
who made a poor vocational adjustment fol- 
lowing his illness or its diagnosis was found 
clinically to be a passive, dependent individual 
who appeared anxious or depressed on inter- 
view. He was less likely to give the general 

concluded on page 321 
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TABLE VIII 


Medical Status and Employment Status on Follow-up Evaluation Related to Diagnosis of 331 Cardiac Cases 








Diagnosis 


Improved 


Heart Disease No. Cases 


ot 
Working Working 


Medical Status on Follow-up 
Same Worse 
Not Not 
Working Working Working Working 





Congenital 

Rheumatic 
Hypertensive 
Arteriosclerotic 
Coronary artery disease 


43.0% 
Other 12 


0 0 
4 8 
3 
1 


11 


0 





Total 331 58 
16% 


19 
7% 
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impression of being frank, spontaneous or 
friendly. His defenses typically were those of 
regression or projection. Following his illness 
he was found to have cut down his activities 
excessively and to have had a poor convales- 
cent record due to trying to get back to work 
too early, or by prolonging unnecessarily his 
return to work. On the other hand, the SVA 
patient made a good impression, appeared 
normal in mood and showed the defenses and 
personality characteristics of the obsessive 
compulsive. Following cardiac illness his con- 
valescence was of appropriate length and he 
did not unduly restrict his activities. 


This research project emerged from our interest 
in investigating this UVA group to learn what 
were the important factors involved in their failure 
to return to work as recommended. Knowledge of 
the factors which impede rehabilitation and voca- 
tional adjustment to cardiac disease would enable 
early recognition of the problem cases. This would 
facilitate prompt preventive measures to reduce this 
group to a minimum. If this hard core group of pa- 
tients could be returned to suitable work, it would 
represent the conversion of a social and economic 
liability to an industrial and economic asset. 


CONCLUSIONS 

The Cardiac Work Classification Unit, using 
group evaluation from the physical standpoint, the 
mental and emotional background, influenced by 
socio-economic factors, together with recommenda- 
tions for treatment when needed (cardiac surgery, 
psychotherapy ), training or change in jobs if indi- 
cated, offers a superior approach to the proper 
placement in industry of the person with heart 


disease. 

The uniform experience of such Units through- 
out the country is that most cardiacs can work with- 
out aggravating their heart disease. By improving 
the education of the patient, the physician and the 
employer, the Units have helped to remove some of 
the barriers to the employment of the worker with 
heart disease. 
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= THE PAST few years arterial disease has come 
under direct surgical attack for the first time. 
Previously, indirect operations such as sympathec- 
tomy and amputation were all that could be offered 
patients with arterial obstruction; and aneurysms 
could only be wrapped or wired internally. Begin- 
ning twenty years ago with the first use of auto- 
genous veins to replace injured arteries more direct 
techniques for restoring blood flow to the extremi- 
ties and to various organs of the body have devel- 
oped. The introduction of methods for preserving 
arterial homografts gave a tremendous stimulus to 
this field of arterial surgery, beginning with Gross’s 
work with fresh homologous arteries in humans. 
Gross reported human arterial replacement in long 
segments of coarctation of the aorta in 1948.4 A 
number of these early patients are still doing well 
a decade later. The expanding need for arterial sub- 
stitutes, however, soon surpassed the supply of the 
available homografts in most communities. Other 
more disturbing changes in homografts such as late 
degenerative changes also began to appear. Aneu- 
rysmal formation or occlusive atherogenesis in 
homografts has led to a search for more satisfac- 
tory arterial substitutes. 

The original demonstration by Voorhees, Ja- 
retzki, and Blakemore‘ that synthetic cloth tubes 
would serve as durable replacements for arteries 
was the next forward step. These investigators 
demonstrated that tubes tailored of Vinyon “N” or 
any other synthetic cloth with low tissue reaction 
could be fashioned on a sewing machine in the 
operating room, after exposure of diseased vessels, 
into a tube-shaped arterial replacement. This was a 
major advance, but a number of technical problems 
remained in making a really practical and versatile 
graft of synthetic material. Cuffs and seams made 


*This project was supported by grants from the Alabama 
Heart Society and frem the U. S. Public Health Grant 
(H1987C). 
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the tailored prosthesis difficult to suture. Ordinary 
cloth is usually so porous that considerable blood 
loss occurs at the time of insertion. A collapsible 
cloth tube, if not placed under exactly the right 
tension, is subject to wrinkling or buckling with 
resulting thrombosis. Using the collapsible fabric, 
flexion of the graft across a joint such as the knee 
would be dangerous, and bypass grafts around ob- 
structed segments would be difficult to accomplish. 

Five years ago we were very fortunate in obtain- 
ing the assistance of the Chemstrand Corporation 
Research Laboratory in solving many of these 
technical difficulties. Braided nylon tubes were de- 
veloped with crimps or corrugations to prevent 
kinking.':? The tube ends could be heat-sealed to 
eliminate the need for cuffs to prevent fraying. 
“Y"’-shaped tubes were developed for replacement 
of the frequently diseased aortic bifurcations. This 
nylon graft, which could be manufactured in vari- 
ous dimensions and shapes, allowed attack on an 
increasing number of aortic and peripheral arterial 
lesions. Nylon was selected as the first fiber to use 
by our group since it was known that nylon had 
greater tensile strength than any other fiber and 
greater mechanical durability. Subsequent studies 
have shown, however, that nylon is not the ideal 
fiber. Despite its initial superior tensile strength, 
reaction to tissue fluids causes slow decrease in 
strength in the first two years after implantation. 
This is also true in less degree of orlon, vinyon, 
and dacron. Only teflon (Du Pont’s trade name 
for its polytetrafluorethylene fiber ) shows no tissue 
reaction whatsoever, no water absorption, and no 
loss of tensile strength after several years implanta- 
tion in animal or human tissue. Recently, methods 
have been developed for crimping tubes of teflon. 
using a high degree of heat to accomplish this. 
Knitted and woven tubes of teflon have been used 
clinically now for eighteen months and appear to 
be much superior to the original nylon grafts and 
in many aspects superior to any other synthetic that 
we have at present tried.? These tubes have been 
manufactured in two constructions, knitted and 
woven, to determine by experience which is supe- 
rior. Knitted grafts hold sutures well at the cut 
ends, without heat-sealing or any other modifica- 
tion. Knitted tubes have the disadvantage, how- 
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ever, of moderate porosity with some blood loss at 
the time of removal of the clamps, despite all efforts 
at preclotting of the graft. The second disadvantage 
of amore porous tube such as the knitted grafts has 
recently become apparent. The degree of porosity 
determines the amount of scar tissue which forms 
between the fibers of the graft. The more porous the 
graft the greater will be the ultimate stiffness and 
lack of flexibility that will develop as months and 
years pass. 

Our favorite graft at the present time is a tightly 
woven graft of teflon.* This graft has the very dis- 
tinct advantage of having very low porosity. There is 
no need to preclot this tube since bleeding is minimal 
and the graft has been satisfactorily used in hepari- 
nized patients and in patients with hypertension 
without blood loss. The porosity, though low, is 
adequate for the nourishment of the new intimal 
lining that forms inside any graft as demonstrated 
by animal experiments in the past two years. This 
woven tube also holds sutures well if moderate care 
is taken with the ends. 

Teflon has several advantages over any of the 
other synthetic fiber tube. The lining that forms on 
the inside of teflon is extremely thin, less than a 
millimeter in thickness. It becomes adherent much 
sooner than in tubes of dacron, orlon or nylon and 
the healing of this lining is completed months sooner 
than in most other synthetics. One advantage of 
teflon over any other graft is its very low flex abra- 
sion resistance, that is the cutting of one fiber 
against another. Teflon is the superior fiber, there- 
fore, for arterial grafts at the present time.° 


Aneurysms 

Grafts are currently used for replacement of 
aneurysms of the aorta regardless of their location 
and for the replacement of peripheral aneurysms 
arising primarily in the popliteal or femoral artery. 
Patients with an asymptomatic abdominal aortic 
aneurysm, larger than 6 centimeters in diameter, 
have a life expectancy up to three years, at the end 
of which time a majority of these individuals will 
have died. Symptoms of vague abdominal or back 
pain usually indicate expansion or dissection and 
close to 100% will be dead in six months. Surgery 
should be performed in all abdominal aneurysms, 
therefore, where some other urgent contraindica- 
tion does not exist. 


Popliteal aneurysms are complicated by thrombo- 
sis with severe arterial insufficiency and necrosis 
with gangrene. Popliteal aneurysms, even when 
asymptomatic, should be resected and replaced by 
a graft. 

Aortic aneurysms involving the descending 


*These tubes have been manufactured by U. S. Catheter & 
Instrument Corp., Glens Falls, New York and distributed 
by C. R. Bard, Inc., Summit, New Jersey. 
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thoracic aorta can now be replaced with relative 
safety by protecting the spinal cord and kidneys 
with a pump bypass from left auricle to femoral 
artery. Aneurysms of the aortic arch have as yet 
a formidable mortality in all clinics, and the risk in 
each case must be individually assessed. 

The most frequent use of arterial grafts has been 
for the establishment of blood flow beyond obstruc- 
tions in various areas of the arterial circulation. 
Obstructions of the lower aorta, iliacs and femoral 
vessels as far down as the popliteal artery below 
the knee can be bypassed. We have satisfactorily 
used grafts to bypass obstructions of the vessels of 
the arch of the aorta to the carotid and upper ex- 
tremity. Transient arm or leg weakness, blindness 
or aphasia often indicates internal carotid obstruc- 
tion in the neck and bypasses have been constructed 
from the subclavian artery to the distal internal 
carotid beyond the obstruction.® 


Arteriography 

More and more frequently it has been demon- 
strated that every limb in which the popliteal pulse 
is absent should be subjected to arteriographic 
study before therapy is planned or before the leg 
is amputated. All too frequently the object of arte- 
riography is poorly understood. An arteriogram 
should, of course, demonstrate the site of origin 
and length of arterial obstruction, but these objec- 
tives are less important than adequate visualization 
of the arterial pathways distal to the obstruction. 
If the popliteal branches in the calf are obstructed, 
any type of graft or thrombectomy procedure will 
be doomed to failure from inadequate runoff. The 
arterial system should be visualized down to the 
ankle in cases of femoral obstruction. A cassette 
changer, manually operated, which will allow ex- 
posure of 36-inch films at one-second intervals has 
been a great help in obtaining complete information 
in regard to the arterial circulation of the entire leg. 

Demonstration of obstruction of the internal caro- 
tid arteries is usually accomplished by percutaneous 
carotid arteriography into the common carotid ar- 
teries. If there is a discrepancy in the strength of 
the common carotid pulsations, or if blood pres- 
sure is unequal in the two arms, or if the patient 
has symptoms of dizzy spells, vertigo or falling 
to one side suggesting basilar artery insufficiency 
originating possibly in the vertebral arteries, we 
feel that arteriography of the arch of the aorta and 
and its branches is indicated. This seems to be ac- 
complished best by retrograde catheterization of the 
arch of the aorta with a small cardiac catheter 
through the radial artery in the antecubital space. 
A pressure injector is necessary to outline these 
vessels because of the rapid flow of blood, but very 
clear demonstration can be obtained of the arch 


vessels with this technique, using 50% Hypaque. 
concluded on next page 
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Incidence of Thrombosis 
One discouraging feature of many reports on the 
surgery of peripheral arteriosclerosis has been the 
relatively high incidence of late thrombosis. At 
present, ina group of about 75 patients with periph- 
eral arteriosclerosis bypassed by grafts, there have 
been about 25 per cent of late occlusions from four 
to eighteen months after operation. Arteriography 
carried out on patients postoperatively, at regular 
intervals, demonstrates no evidence of plaque 
formation within the grafts. We have been able, 
however, to see the development of plaques in the 
arteries or proximal to the graft, especially in the 
areas where arterial clamps were placed across the 
artery. It is felt that trauma to these sclerotic ves- 
sels has produced a more rapid progression of 
atheromatous formation in these areas than would 
otherwise have occurred. Therefore, technically, it 
is vitally important to produce minimal trauma to 
sclerotic vessels if the grafts are to function for 
long periods of time. What is needed, of course, is 
a medical method of preventing further progression 
of arteriosclerosis after the placement of such 
grafts, and until such time as this is developed there 
will inevitably continue to occur occasional cases 
of late graft occlusion, regardless of the type of 
graft used. 
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record was abnormal; in 3 it was normal. Signiti- 
cant improvement in the record occurred aiter 
operation in 11 of the 13 patients who showed «ab- 
normal records before operation. In two, the record 
did not change. The improvement in the ballisto- 
cardiogram indicates improved contractility of the 
myocardium. This study is presented as objective 
(not subjective) evidence of benefit from operation, 


CONCLUSIONS 

Anginal pain is most effectively treated by surgi- 
cal operation. This operation provides the only 
protection against ventricular fibrillation occurring 
in hearts that structurally are too good to die. This 
operation should be done in your community and a 
two-day training course will become available to 
internists and surgeons upon application. 


Addendum 

Statistical studies indicate that the anticoagulant 
drugs are effective in reducing pain and mortality 
in patients with this disease. The physiology of anti- 
coagulants and of surgical operation is not the same, 
and each should be used in treatment. One preserves 
the last vestige of blood through a diseased artery ; 
the other creates intercoronaries. Together they 
should provide the greatest pain relief and protec- 
tion to your patients. 
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PUERPERAL FEVER, 


AS A PRIVATE PESTILENCE 
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Masters in Medicine... 


PUERPERAL FEVER, AS A PRIVATE PESTILENCE* 


OLIVER WENDELL HOLMES, M.D. 


Parkman Professor of Anatomy and Physiology in Harvard University 
(Boston: Ticknor and Fields, MDCCCLV) 





I COLLECTING, enforcing and adding to the evi- 
dence accumulated upon this most serious sub- 
ject, I would not be understood to imply that there 
exists a doubt in the mind of any well-informed 
member of the medical profession as to the fact that 
puerperal fever is sometimes communicated from 
one person to another, both directly and indirectly. 
In the present state of our knowledge upon this 
point I should consider such doubts merely as a 
proof that the sceptic had either not examined the 
evidence, or, having examined it, refused to accept 
its plain and unavoidable consequences. I should be 
sorry to think with Doctor Rigby, that it was a case 
of ‘oblique vision ;’ I should be unwilling to force 
home the arguimentum ad hominem of Doctor 
Blundell, but I would not consent to make a question 
of a momentous fact, which is no longer to be con- 
sidered as a subject for trivial discussion, but to be 
acted upon with silent promptitude. It signifies 
nothing that wise and experienced practitioners 
have sometimes doubted the reality of the danger 
in question; no man has the right to doubt it any 
longer. No negative facts, no opposing opinions, be 
they what they may or whose they may, can form 
any answer to the series of cases now within the 
reach of all who choose to explore the records of 
medical science. 


* * * 


The practical point to be illustrated is the follow- 
ing: The disease known as puerperal fever ts so far 
contagious as to be frequently carried from patient 
to patient by physicians and nurses. 

Let me begin by throwing out certain incidental 
questions, which, without being absolutely essential, 
would render the subject more complicated, and by 
making such concessions and assumptions as may 
be fairly supposed to be without the pale of dis- 
cussion, 

l. It is granted that all the forms of what is called 
puerperal fever may not be, and probably are not, 
equally contagious or infectious. I do not enter into 


“The Rhode Island Medical Library possesses a copy of 
Dr. Holmes’ remarkable essay, presented to the Library 
hy the late Doctor Herbert G. Partridge. 





the distinctions which have been drawn by authors, 
because the facts do not appear to me sufficient to 
establish any absolute line of demarcation between 
such forms as may be propagated by contagion and 
those which are never so propagated. This general 
result I shall only support by the authority of Dr. 
Ramsbotham, who gives, as the result of his expe- 
rience, that the same symptoms belong to what he 
calls the infectious and the sporadic forms of the 
disease, and the opinion of Armstrong in his origi- 
nal essay. If others can show any such distinction, 
I leave it to them to do it. But there are cases enough 
that show the prevalence of the disease among the 
patients of a single practitioner when it was in no 
degree epidemic in the proper sense of the term. 
I may refer to those of Mr. Roberton and of Dr. 
Peirson, hereafter to be cited for examples. 


2. I shall not enter into any dispute about the 
particular mode of infection, whether it be by the 
atmosphere the physician carries about him into the 
sick-chamber, or by the direct application of the 
virus to the absorbing surfaces with which his hand 
comes in contact. Many facts and opinions are in 
favor of each of these modes of transmission. But 
it is obvious that, in the majority of cases, it must 
be impossible to decide by which of these channels 
the disease is conveyed, from the nature of the inter- 
course between the physician and the patient. 

3. It is not pretended that the contagion of puer- 
peral fever must always be followed by the disease. 
It is true of all contagious diseases that they fre- 
quently spare those who appear to be fully sub- 
mitted to their influence. Even the vaccine virus, 
fresh from the subject, fails every day to produce 
its legitimate effect, though every precaution is 
taken to insure its action. This is still more remark- 
ably the case with scarlet fever and some other 
diseases. 

+. It is granted that the disease may be produced 
and variously modified by many causes besides con- 
tagion, and more especially by epidemic and en- 
demic influences. But this is not peculiar to the 
disease in question. There is no doubt that smallpox 
is propagated to a great extent by contagion, yet it 
goes through the same periods of periodical increase 
concluded on next page 
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and diminution which have been remarked in puer- 
peral fever. If the question is asked how we are to 
reconcile the great variations in the mortality of 
puerperal fever in different seasons and places with 
the supposition of contagion, I will answer it by 
another question from Mr. Farr’s letter to the 
Registrar-General. He makes the statement that 
“five die weekly of smallpox in the metropolis when 
the disease is not epidemic,” and adds, “The prob- 
lem for solution is, why do the five deaths become 
10, 15, 20, 31, 58, 88, weekly, and then progressively 
fall through the same measured steps ?” 

5. I take it for granted that, if it can be shown 
that great numbers of lives have been and are 
sacrificed to ignorance or blindness on this point, 
no other error of which physicians or nurses may 
be occasionally suspected will be alleged in paliation 
of this; but that whenever and wherever they can 
be shown to carry disease and death instead of 
health and safety, the common instincts of humanity 
will silence every attempt to explain away their 
responsibility. 

ak 


There may be some among those whom I address, 
who are disposed to ask the question, What course 
are we to follow in relation to this matter. The facts 
are before them, and the answer must be left to their 
own judgment and conscience. If any should care 
to know my own conclusions, they are the follow- 
ing; and in taking the liberty to state them very 
freely and broadly, I would ask the inquirer to 
examine them as freely in the light of the evidence 
which has been laid before him. 

1. A physician holding himself in readiness to 
attend cases of midwifery should never take any 
active part in the post-mortem examination of cases 
of puerperal fever. 

2. If a physician is present at such autopsies, he 
should use thorough ablution, change every article 
of dress, and allow twenty-four hours or more to 
elapse before attending to any case of midwifery. 
It may be well to extend the same caution to cases 
of simple peritonitis. 

3. Similar precautions should be taken after the 
autopsy or surgical treatment of cases of erysipelas, 
if the physician is obliged to unite such offices with 
his obstetrical duties, which is in the highest degree 
inexpedient. 

4. On the occurrence of a single case of puerperal 
fever in his practice, the physician is bound to con- 
sider the next female he attends in labour, unless 
some weeks at least have elapsed, as in danger of 
being infected by him, and it is his duty to take 
every precaution to diminish her risk of disease and 
death. 


5. If within a short period two cases of puerperal 
fever happen close to each other, in the practice of 
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the same physician, the disease not existing or pre- 
vailing in the neighborhood, he would do wisely to 
relinquist his obstetrical practice for at least one 
month and endeavor to free himself by every avail- 
able means from any noxious influence he may 
carry about with him. 


6. The occurrence of three or more closely con- 
nected cases, in the practice of one individual, no 
others existing in the neighborhood, and no other 
sufficient cause being alleged for the coincidence is 
prima facie evidence that he is the vehicle of 
contagion. 

7. It is the duty of the physician to take every 
precaution that the disease shall not be introduced 
by nurses or other assistants by making proper 
enquiries concerning them and giving timely warn- 
ing of every suspected source of danger. 

8. Whatever indulgence may have been granted 
to those who have heretofore been the ignorant 
causes of so much misery, the time has come when 
the existence of a private pestilence in the sphere of 
a single physician, should be looked upon not as a 
misfortune but as a crime; and in the knowledge 
of such occurrences, the duties of the practitioner 
to his profession, should give way to his paramount 
obligations to Society. 





TREASURY BONDS 


In co-operation with the U.S. Savings Bonds 
Division of the Treasury Department, we would 
like to remind you of the advantages of investing 
regularly in United States Savings Bonds. 

Weare glad to do this as a service to our country, 
because Savings Bonds are a sound, riskless in- 
vestment. 

Series E Bonds appreciate in value every six 
months and earn 314% interest, compounded semi- 
annually when held to maturity, eight years and 
eleven months. They are available at any bank in 
denominations of $25 to $10,000 at purchase prices 
from $18.75 to $7,500. 

Series H Bonds pay interest by treasury check 
every six months and yield 314% interest when 
held to maturity, ten years. They are sold at face 
value in denominations of $500, $1,000, $5,000 and 
$10,000, and may be ordered through your bank. 

These attractive securities may now be purchased 
by any investor (except commercial banks) up to 
the $10,000 annual limit (maturity value) for each 
series. Now eligible in addition to individuals, are 
corporations, labor unions, credit unions, lodges, 
clubs, charitable institutions, guardians, estates and 
trustees, etc. Also, in addition to individuals, any 
of these groups who hold Series F and G Savings 
Bonds can reinvest the funds from these bonds as 
they mature, in E and H Bonds without regard to 
the annual purchase limit of $10,000 maturity value 
for each series. 

Secretary Robert Anderson of the Treasury De- 
partment is urging all-out support of the savings 
bonds program as a major contribution to the 
economy of America and the building of her peace 
power. 

It is suggested you review your Series F and G 
Bonds and such as are matured, convert them to 
either Series E or Series H Bonds. 
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THE NEW YORK MEDICAL TESTIMONY PLAN 


A’ A RECENT stimulating meeting of the Provi- 
dence Medical Association the New York 
medical testimony plan was described by Doctor 
Howard R. Craig, director of the New York Acad- 
emy of Medicine, and Honorable Aron Steuer, 
Justice of the Supreme Court of the State of New 
York, both architects and apologists of the plan. 
Previous to the establishment of this plan, the courts 
had been plagued by conflicting testimony of medi- 
cal experts, at times so much at variance that an 
attempt to arrive at the truth became almost im- 
possible. If trained jurists found this adversary 
approach frustrating, it is obvious that it was com- 
pletely absurd to expect a jury of laymen to know 
what was going on. 

The plan as eventually developed was originally 
conceived within the state judiciary in New York 
City. Under the impetus of Justice David W. Peck, 
now retired but formerly presiding justice of the 
Supreme Court of the State of New York, the 
medical profession was approached through Doctor 
Craig, and immediate co-operation was pledged. 
The plan which eventually evolved was instituted 
by judicial regulation rather than legislation, be- 
cause of the reluctance of legislators to change 
long-standing court procedure. 

One hundred specialists in the New York area 
of professorial or attending rank were solicited as 
panelists in the new venture. It was felt that only 
by choosing men of the highest professional stand- 
ing could the weight of their views be made com- 


pelling. Ninety-seven of the original one hundred 
consented to participate. The panelists functioned 
under judicial invitation and as friends of the court. 
Everything possible was done to accommodate the 
convenience of the panelists and to facilitate proper 
examination and consultation. Adequate remunera- 
tion was provided. 

It was found immediately that the effect of im- 
posing a two to one decision on the side of the neu- 
tral examiner, particularly in view of his prestige, 
was usually decisive. As a result, many cases were 
settled out of court on the basis of the pre-trial 
examination. It has also had a salutary effect on the 
filing of nuisance cases, and on reducing the back- 
log of pending litigation. There was no stricture, 
however, on bringing the case to court, and the 
panelist was subject to the usual cross-examination. 
Judge Steuer made the interesting observation that 
the new system “had a markedly therapeutic effect 
on both our professions.” 

Considerable interest has been shown in this new 
approach in other areas of the country. In fact, legal 
guests who attended our recent meeting, such as 
Commissioner George A. Roche of the Workmen’s 
Compensation Commission, Ambrose W. Carroll, 
chairman of the Executive Committee of the Rhode 
Island Bar Association, and William H. Edwards, 
president of the Rhode Island Bar Association, all 
expressed interest in the plan. Whether or not the 
problem in Rhode Island is of sufficient magnitude 


to warrant a reform of this nature is not now clear. 
continued on next page 
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In addition, the task of finding a sufficient number 
of individuals with suitable medical talent to make 
the plan workable may be difficult in a community 
of this size. The plan certainly warrants study, 
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however, and we hope that the legal profession here 
will see fit to look further into this most important 
innovation. 


EMOTION AND COMMOTION 


t bey EXCELLENT REPORT of the special committee 
of the Society appointed to study health insur- 
ance problems of the aged, adopted by the House 
of Delegates and referred to the Committee on 
Medical Economics for possible procedures of 
implementation, contains many factual down-to- 
earth comments regarding the over age 65 person 
that warrant careful consideration. 

In an era when emotion and commotion pre- 
dominate, and the hysteria, mild or otherwise, that 
is generated by such confusion frightens the aver- 
age citizen into believing that the solution of his 
economic problems rests in the socialism of a pater- 
nal federal government, the report of the Society’s 
committee makes for thoughtful reading. 

The review of the processes of aging, and their 
natural sequelae, the analysis of physicians’ costs 
versus over-all health costs, the development of the 
voluntary prepayment plans offering service bene- 
fits particularly helpful to the retired or older age 
person—all indicate clearly that the health prob- 
lems of the elderly can be resolved sensibly by wise 





planning. 

It is unfortunate that the emotional factor is 
overplayed to such an extent that any person ap- 
proaching, or looking forward to a sixty-fifth birth- 
day must indeed feel that he is entering a catastro- 
phic era that makes no allowance for growing old 
gracefully, and in reasonably good health. 

In its report the Committee expressed the hope 
that the physicians of Rhode Island may have “‘co- 
operation by the public, by our political representa- 
tives, and by our newspapers in solving this prob- 
lem wisely, and not impulsively by hasty action.” 

Unfortunately the political representatives and 
newspapers are far more emotional, and commo- 
tional, than the public. Thus we find our Congres- 
sional representative from the first Rhode Island 
district praising the fine record of Rhode Island in 
providing voluntary health insurance for the aged, 
but advocating instead a federal compulsory taxa- 
tion program of unlimited cost to provide hospital 
and surgical benefits for all social security bene- 
ficiaries over the age 65. 

We find our largest daily newspapers in the state 
advocating passage of Mr. Forand’s bill of federal 
taxation without benefit of prudent study of the 
long-range cost involved for all citizens, and with- 
out consideration of what has been done in Rhode 
Island, or what can be done here and elsewhere to 
meet the problem of the aged or any other group 





without running to the District of Columbia for a 
solution. And the commotion of the newspapers 
stirred the passage of a General Assembly resolu- 
tion without any hearing or discussion, advocating 
that the Congress enact Mr. Forand’s bill. 

In the face of such impulsive local action by the 
press and politicians it is refreshing to note that 
the general public is not only aware of the basic 
issues of health insurance and the problems of the 
aged, but it has and will continue to do something 
about those problems with the help of good 
leadership. 

As reported by the executive director of Blue 
Cross a month ago, of the more than 70,000 people 
in the state who are over the age 65, “approximately 
56,500 are enrolled in Blue Cross and 41,000 are 
enrolled in Physicians Service,” and there is no age 
limit for any subscribers to either plans, nor any 
reduced benefits because of age. In addition, the 
Health Insurance Institute reported earlier this 
year that in 1958 benefit payments by insurance 
companies to the people of Rhode Island covered by 
health insurance policies reached a new high. These 
facts clearly indicate that the public is co-operating 
in the voluntary movement to provide their health 
insurance needs, as well as their freedom from 
federal socialism. 

As the Society’s study committee noted in its 
report to the House of Delegates— 

“... while medicine will do its part to bring about 

continued improvements in voluntary health in- 

surance programs, we must have equally strong 
support from employers, labor organizations, in- 
surance companies, and the people themselves. 

We believe that society has the responsibility to 

provide necessities, of which medical care is only 

one, to those persons who are unable to provide 
for themselves. 

“We are convinced that the people requiring 
such assistance are a small portion of the total in 
any age group, and our common efforts must be 
directed toward developing programs for keep- 
ing elderly people well and productive through 
proper health maintenance and proper living... .” 
And as the Department of Health, Education 

and Welfare noted to the Congress in its report on 
programs to assist the aged meet medical bills, 

“in our society the existence of a problem does 

not necessarily indicate that action by the federal 


government is desirable.” 
concluded on page 330 
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HOSPITAL ENTRANCE 








Popularity ws a Challenge 


First offered in 1950, Physicians Service has grown tremendously fast because 
it offers real help in meeting costs of a wide range of surgical-medical pro- 
cedures. 


Today, Physicians Service has the greatest percentage of enrollment of any 
similar plan in the country. 


Great growth has been a challenge. It is a challenge to the doctors sponsoring 
the Plan to provide adequate, timely medical-surgical-obstetrical benefits for 
everyone who asks for them. What is particularly significant, Physicians Serv- 
ice protection has been extended to 80% of those living in Rhode Island who 
are over 65 years of age. No other similar program has extended its coverage 
so broadly. 


Great growth is also an answer to a problem. For in spreading risks over more 
than a half million persons, costs have been cut down to a point where benefits 
are within the reach of everyone. And they are kept within reach, too, because 
Physicians Service subscribers can maintain their membership if they change 
jobs or retire. 


In almost every instance, hospitalized patients require surgical, medical or 
obstetrical care. Physicians Service helps pay doctors’ bills, pays for hundreds 
of different operations, provides X-rays and covers non-surgical visits in the 
hospital. 


As time goes on, Physicians Service will continue to bring the most effective 
coverage possible to the most people. 


Better Health Care for More People Through 


Physicians Service 
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EDITORIALS 
concluded from page 328 
A WELL-DESERVED HONOR 

The absence of a medical school notwithstanding, 
several Rhode Island physicians have attained to 
offices of distinction in national medical societies. 
The latest recipient of this honor is Doctor Mar- 
shall N. Fulton, physician-in-chief at the Rhode 
Island Hospital, who was recently appointed chair- 
man of the board of governors of the American 
College of Physicians. 

Doctor Fulton was graduated from Brown Uni- 
versity in 1920, and then for three years was a 
Rhodes Scholar at Merton College, Oxford Uni- 
versity. He received his medical degree from Johns 
Hopkins University, served his internship at the 
Peter Bent Brigham Hospital, and beginning his 
military service as a major, advanced to colonel in 
the medical service of the Walter Reed Hospital 
and later became chief of medicine at the Valley 
Forge Hospital, Phoenixville, Pennsylvania. It was 
while he was stationed at Ashford Hospital in 
White Sulphur Springs, Virginia, that President 
Eisenhower became his patient. 

On his return to Providence in 1946, Doctor 
Fulton became president of the Rhode Island Heart 
Association. He is a member of the Providence 
Medical Association, the Rhode Island Medical 
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Society, the American Medical Association, the 
New England and American Heart Associations, 
the Society of Clinical Investigation and the Asso- 
ciation of American Physicians. He is a member of 
the board of trustees of Butler Health Center and 
a former trustee of Brown University. 

On behalf of his colleagues throughout Rhode 
Island, the editors of the RHopE IsLAND MEpIcAL 
JouRNAL extend to Doctor Fulton their congratu- 
lations upon his receipt of a distinguished honor, 
so eminently deserved. 





PLEASE RETURN TO LIBRARY 


The following journals, sent to Rhode Island 
Hospital on Interlibrary Loan, were taken from 
Peters House Library without permission: 

J. THORACIC SurR6G. vol. 4, 1934-35 (bound) 

BULL. JOHNS HOPKINS Hosp. vol. 37, 1925 

(bound) 


HENRY ForpD Hosp. MED. BULL. September 1957 
(unbound) 


WANTED FOR LIBRARY 


J.A.M.A. vol. 157, January — April 1955. 
All numbers 











How Much Federal Aid Did the Pilgrims Get? 


Extension of Remarks 
of 
HON. HARRY FLOOD BYRD 
of Virginia 
in the Senate of the United States 


Friday, April 24, 1959 
Mr. BYRD of Virginia. Mr. President, I ask 
unanimous consent to have printed in the Appendix 
of the RECORD a statement which appeared in the 
U.S. NEws & World Report entitled “How Much 
Federal Aid Did the Pilgrims Get?” 
There being no objection, the statement was 
ordered to be printed in the RECORD, as follows: 


How Much Federal Aid Did the Pilgrims Get? 


They were in a depressed area. No one guaran- 
teed them high prices for anything. Their only 
roads and schools were built by themselves. For 
security they did their own saving, or starved. 

All they had was character. All they did was 
work. All they wanted was self-respect. 

The sum of those three traits became America. 

But what’s going to be the sum of the traits you 
see today — the traits of character, or, rather, lack 
of it, that demand more money for less work, put 
security above self-respect, pamper self-pitying 
criminals instead of punishing them, give away 
resources we desperately need to protect ourselves, 
listen to weaklings that want Government to take 
care of them when they should take care of them- 
selves. 

Long years of early-American self-respect and 
hard work built America, but the traits you see 
today can destroy it, in half the time. 








BOOK REVIEW 

CURRENT THERAPY—1959. Edited by How- 

ard F. Conn, M.D. W. B. Saunders Co., Phil. 

1959. $12.00 

I am sure that the above book isn’t new to most 
of the physicians in the area. For years now, Cur- 
RENT THERAPY has been published yearly and ac- 
cepted with great enthusiasm. The basic structure 
hasn't changed, for it is still divided into sixteen 
sections covering the major systems in medicine. 

It was not possible to scrutinize each section com- 
pletely in a short period of time, but a few were 
reviewed in toto and the others scanned briefly. 
One can be sure that the editor and his consultants 
have endeavored to complete each section fully. 
This is evidenced by the presence of some of the 
latest concepts in each division. In addition to this, 
the latest drugs have been included, together with 
their accepted dosages. 

Thus, this is a handy reference book wherein it 
is possible to gain access to factual knowledge at a 
moment’s notice. The last chapter is most practical 
in that it covers miscellaneous poisons, ingredients 
in commercial products, a roster of new drugs. 
pediatric doses and a table of metric and apothecary 
systems. 

I believe that no physician’s library can be com- 
plete without this well-edited, comprehensive book. 

HeENry J. KRAwczyk, M.D. 
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“ESSENCE OF BREWER'S YEAST" 


NABCON concentrates in one tasty teaspoonful all the active 
components of 35 brewer’s yeast tablets. 

Now you can give your patients the full range of B complex 
natural vitamins as presented by brewer’s yeast... 

Leading authorities always have recognized the value of 
brewer’s yeast, but the necessity of giving a patient 30 to 40 
large tablets a day has limited the usefulness of this valuable 
vitamin source. Now—one teaspoonful of NABCON a day will 
give the same results—results often significantly superior to 
synthetic B complex mixture. 

Whether the patient is 3 years or 80 years old, for 

gratifying clinical response and willing patient co- 

operation, prescribe NABCON in 4 oz. bottles—a 


month’s supply. Have you 
tasted NABCON? 
It’s really pleasant. 


Send for samples. 


Brewer & Company, Inc. 


WORCESTER, MASS. 
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ALFRED L. POTTER, M.D. 
of Providence, Rhode Island 
President of the Rhode Island Medical Society 
1959 - 1960 























PRESIDENT’S MESSAGE 


333 














PRESIDENT’S MESSAGE 


Seren nes the president-elect of the Rhode Island Medical Society is given a page 
in the Journal to preface his induction into office as president. This offers an opportunity 
to express his gratitude for being so honored, his diffidence in the face of the complex prob- 
lems ahead of him, his need of co-operation from the other officers and committees, and his 
heartfelt hope that he can do half as well in this instance as his ninety-nine predecessors. 
During the year before his induction, by a wise provision, the president-elect serves an 
apprenticeship and sees something of the president’s numerous and time-consuming duties. 
This makes for continuity of experience, and one would think would overcome any timidity 
by an increased familiarity with these duties. However, only the realization that the Society’s 
standing committees are made up of experienced workers, and I mean workers, and that our 
indefatigable executive secretary is alert to every contingency, partially overcomes this 
temerity. It is well perhaps that he writes of his hopes on taking office, as it is probably more 
cheery reading than his retrospective report would be a year later. 

The Society’s problems differ from generation to generation, from year to year. You may 
read in the Society’s charter in 1812 that it deals mainly with the appointment of censors 
from the newly formed membership whose duties were the examining and licensing of other 
doctors to practice in the community, to make certain that the public was protected from 
incompetent, untrained and unethical practitioners. The examining and licensing is now a 
function of the state but we must not completely abrogate this collective and individual duty. 
As in 1812 we are having it brought home to us that to maintain, or I might even write regain, 
public confidence and respect we must be vigilant and firm in maintaining our standards. 

Once the doctor was one of the few educated men in the community and questions of 
ethics, economics, and even statesmanship were put to him. We recall that not a few of the 
signers of the Declaration of Independence were doctors of medicine. Although few doctors 
now become legislators, we are still asked, or perhaps forced partly in self-defense as part 
of the tax paying public, not only to prescribe for and treat many of our country’s economic 
complaints, but also to protect the public from economic quacks and nostrums as related 
even indirectly to medicine. As doctors we have been taught to examine and diagnose before 
rushing into a course of treatment, avoiding the “do something, do anything” course of action. 

The infant prepaid insurance systems, which, even in their short lives, promise to make 
modern medicine available to all who use ordinary self-interest and foresight, are threatened 
with destruction by political practitioners who offer amputation at the neck as treatment for 
an ingrowing toenail. With the rapidly increasing numbers of people over sixty-five, some- 
times called “the elderly” by their juniors, their problems of health and happiness are not 
only of interest and concern to the doctor but also to the politician. 

Geriatrics is coming to deal not only with prolonging useful lives and caring for the old 
in their ill health, but in making their retirement years useful, happy and an asset to their 
communities. Although this problem is in a large part an economic one, it has been turned 
over to medicine to cure. This involves study of cost of hospitalization, nursing homes, the 
various forms of insurance — prepaid, catastrophic, and comprehensive, Blue Shield-Blue 
Cross, our own Physicians Service, private plans, nursing costs, and doctors’ bills. The next 
few years will require solution of the problem of making modern medicine available to the 
degree desired by, and economically possible for the public. 

The Society’s Committee on Economics will have increasing responsibility and will become 
one of our most important groups of advisers. It seems proper for it to include in its con- 
templations work done by several other committees, those on Health Insurance and on 
Professional Liability Insurance. Our Society cannot and does not need to resort to Madison 
Avenue public relations experts, but each one of us must remember that never was the pub- 
lic as critical of us as now. Each one of us must act accordingly to restore faith in our calling. 
ALFRED L. Potter, M.D., President 
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LONG-TERM DISABILITY 
INSURANCE WHICH ONLY 
YOU CAN CANCEL 
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PROGRAM 
for the 
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Programs certified by Mr. R. A. Derosier and 
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becomes a claimant. 
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jter AR. A, DEROSIER AGENCY 
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HIGHLIGHTS FROM THE A.M.A. COUNCIL ON DRUGS 







J.A.M.A. 169:257 (January 17) 1959. 


“Tt [triamcinolone] has an anti-inflammatory potency greater than an equal 







amount of prednisolone; i.e., comparable suppressive effects may usually 







be achieved with lower doses of triamcinolone than with prednisolone.” 





“Triamcinolone lacks the sodium-retaining and edema-producing effects of 






most other glucocorticoids. During the first several days of administra- 






tion, it may cause a loss of sodium from the body; an initial mild diuretic 






action is frequently observed, whether the patient is frankly edematous or 






not. This is in contrast to the definite sodium-retaining and fluid-retaining 






properties of cortisone and hydrocortisone and to amuch lesserextent with 


prednisone and prednisolone.” 











“Except in exceedingly large doses, triamcinolone apparently has no con- 






sistent effect on potassium excretion. Hence, neither sodium restriction 






nor potassium supplementation is ordinarily required during therapy with 


this agent.” 











“As with other glucocorticoids, the long-term administration of triamcino- 






lone results in definite catabolic effects, as indicated by impairment of 






carbohydrate utilization and negative protein and calcium balance. This 





catabolic effect, coupled with a lack of appetite stimulation which is appar- 






ently peculiar to triamcinolone, may produce weight loss that might be 







undesirable in some patients treated for long periods of time.”’ 





“..the voracious appetite, with weight gain and euphoria, characteristic 







of other steroids, is not seen with administration of triamcinolone.” 





“Triamcinolone has been used for the management of a wide variety of 






clinical conditions usually considered amenable tosystemic steroid therapy. 






These have included rheumatoid arthritis and other collagen diseases, 






allergic and dermatological disorders, certain leukemias and malignant 





lymphomas, the nephrotic syndrome, pulmonary emphysema and fibrosis, 






acute bursitis, rheumatic fever, and certain blood dyscrasias. Although 






clinical experience with the drug in some of the foregoing conditions is 


not extensive, the many similarities in action between triamcinolone and 







other potent glucocorticoids would indicate a usefulness for triamcinolone 


akin to that of other agents of this class.” 





“There is some evidence that triamcinolone is more effective at a smaller 
dosage than are other steroids in controlling both the skin and joint lesions 


in psoriasis, whether or not complicated by arthropathy.” 


“Triamcinolone appears to compare favorably with other steroids for use in 
those situations in which edema and sodium retention have been compli- 


cating problems.” 


“Tt [triamcinolone] may also be the steroid of choice for patients in whom 
psychic stimulation, euphoria, voracious appetite, and weight gain should 


be avoided.” 


“...the drug [triamcinolone] does produce the other side effects and un- 
toward reactions common to the glucocorticoids. At therapeutically equiv- 
alent doses, the frequency and severity of clinical manifestations of hyper- 
adrenalism — rounding of the face, fat deposition, and hirsutism — are 
essentially the same. Likewise, there is little indication that the relative 
incidence of osteoporosis is materially decreased after the long-term use 


of the drug.” 


“Triamcinolone apparently does not cause the euphoria sometimes seen 
with other steroids, and the occurrence of mental depressions is uncom- 


mon.” 


“Current evidence suggests that the drug [triamcinolone] may not produce 


as high an incidence of peptic ulcer as do other steroids.” 
“Cutaneous erythema seems to be a side effect peculiar to triamcinolone.” 


“The usual contraindications and precautions of glucocorticoid therapy 
should be followed in the use of triamcinolone, keeping in mind that pro- 
longed therapy with this drug will suppress the function of the patient’s 


own adrenals by interfering with the pituitary-adrenal axis.” 


Supplied: 1 mg. scored tablets (yellow) 
2mg. scored tablets (pink) 
4 mg. scored tablets (white) 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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FROM IRON 
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Improved Caplets® 


2 Caplets = 1 U.S.P. oral unit of 


Anti-Anemia Activity without 


gastrointestinal upset 


2 Caplets contain: Highest Hemoglobin Response 


Fergon (brand of ferrous gluconate) ..1000 mg. 


Iron without Irritation 


Vitamin B,. with Intrinsic No Abdominal Cramps 
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Therapeutic dose: Only 2 Fergon Plus Caplets 
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GENERAL ASSEMBLY RESOLUTION 
UNANIMOUSLY ADOPTED, APRIL 10, 1959 


UPON THE DEATH OF DOCTOR FRANCIS V. GARSIDE, A PRACTICING PHYSICIAN 


IN PROVIDENCE FOR THE LAST THIRTY-FIVE YEARS 





) ees medical profes- 
sion has many 
members but one of 
the most outstanding, 
who had dedicated 
himself to medicine 
and people, was Doc- 
tor Francis V. Garside, 
a practicing physician 
in Providence for the 
last thirty-five years, 
who died Tuesday, 
April 7, 1959, at the 
age of sixty-two years. 

Colleagues and pa- 
tients long have 
thought of him as a 
latter day “Dr. Christian.” His office was crowded 
with men and women who at times waited four or 
five hours to receive his mixture of kindly under- 
standing and advice. He was one of the physicians 
who was never concerned about fees because pa- 
tients often gave him what they thought they could 
afford and he was said never to have inquired 
closely about when the rest of the payment would 
be forthcoming. Medicine was his business and his 
hobby and he never thought of himself. 

Astonishing as it may seem, another hobby of 
his was baseball. 

Doctor Garside was born December 27, 


Francis V. Garside, M.D. 


1896, 


was graduated from Classical High School. After 
attending Brown University, he was graduated 
from the Harvard Medical School in 1922. He had 
several interim appointments. 

Doctor Garside was on the staff of Rhode Island 
Hospital and St. Joseph’s Hospital. He became 
assistant gynecologist at St. Joseph’s Hospital and 
recently was a member of the active surgical service 
at Our Lady of Fatima Hospital. 

He had been a member of the State Board of 
Examiners for Medicine since 1954. He was also 
associated with Roger Williams General Hospital 
and the Charles V. Chapin Hospital. He was a 
member of the International College of Surgeons 
and the American Medical Society, as well as the 
Providence Medical Society. 

Doctor Garside was a member of the Sons of 
Irish Kings, the Friendly Sons of St. Patrick, the 
Clover Club of Boston and the Holy Name Society 
of St. Sebastian’s Church ; now, therefore, be it 


RESOLVED, That this general assembly, per- 
haps inordinately absorbed with material matters, 
does not realize the devotion to special duty such as 
Doctor Francis V. Garside gave, expresses its ap- 
preciation of his many years of dedication to his 
profession and extends to his widow and family its 
regret that his services have terminated, directing 
the Secretary of State to transmit to them a duly 
certified copy of this resolution. 
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For every topical indication, 
a Burroughs Wellcome SPORIN’... 


4 - ) @ Combines the anti- 
inflammatory effect 

R p of hydrocortisone with 
the comprehensive 


brand OINTMENT bactericidal action 
of the antibiotics. 


OINTMENT: Tubes of ¥% oz. and 4 oz. (with applicator tip) for ophthalmic or 
dermatologic application. 


Otic Drops: Bottles of 5 cc. with sterile dropper. 


Provides comprehensive r | ® 
bactericidal action 

effective against virtually N EOS PO R N 
all bacteria likely 


to be found topically. brand ANTIBIOTIC OINTMENT 


OINTMENT: Tubes of 1% and 1 oz. and tubes of % oz. with ophthalmic tip. 
OPHTHALMIC SOLUTION: Bottles of 10 cc. with sterile dropper. 

NEW ; Lotion: Plastic squeeze bottles of 20 cc. 
Pownper: Shaker-top bottles of 10 Gm. 


4 9 ® Offers combined anti- 
biotic action for treating 
p 0 LYSP 0 R N conditions due to suscep- 
tible organisms amenable 


brand ANTIBIOTIC OINTMENT to local medication. 


OINTMENT: Tubes of }%4 oz., 1 oz. and 4% oz. (ophthalmic tip). 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y, 
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New England Health Institute at Providence, 
June 17-18 

The twenty-fifth annual New England Health 
Institute, with the Rhode Island State Department 
of Health as host, will be held Wednesday, June 17, 
and Thursday, June 18, at Providence College. 
Theme of the Institute will be Changing Times and 
the Challenge to Health. 

Speakers already listed to address the Institute 
include Dr. Francis Horn, president of the Univer- 
sity of Rhode Island; Professor William Steward, 
director of sales institute, Northeastern University, 
and Dr. A. L. Chapman, Assistant Surgeon- 
General of the United States Public Health Service. 


Rhode Island Health Insurance Benefits 
Reach New High in 1958 

3enefit payments by insurance companies to the 
people of Rhode Island who are covered by health 
insurance policies reached a new high during 19538, 
the Health Insurance Institute reported recently. 

In the period from January 1 through December 
31, 1958, said the Institute, an estimated 4.5 million 
dollars was paid out to help cover the cost of hos- 
pital and doctor bills, and to replace income lost 
through sickness or disability. This represents an 
8.2% gain over the 1957 figure of 4.1 million dol- 
lars, and is based upon reports from insurance com- 
panies doing business in the state. 

The rise in benefit payments in Rhode Island was 
reflected in the figures for the nation as a whole, 
the Institute noted. Persons protected against the 
expenses of hospital and medical care and treatment 
received a total of more than 2.6 billion dollars in 
benefits from their insurance company policies in 
1958, up 8.3% over the previous year’s high of 
2.4 billion dollars. 

By the end of the year, an estimated 70 million 
persons were covered by health cost policies bought 
from insurance companies, more than all other 
types of voluntary health plans combined. 


R. I. Tuberculosis Association 
Aids Medical Schools 

A $1,000 appropriation to help finance special 
courses in tuberculosis at three Boston medical 
schools has been voted by the Rhode Island Tu- 
berculosis and Health Association. 

The grant will go to provide instruction for third- 
year medical students at Harvard, Boston Univer- 
sity and Tufts and is part of the association’s medi- 
cal education program financed through the annual 
Christmas Seal Sale. 

Mr. Harry L. Gardner, president, said that the 
association voted the fund because there is no medi- 
cal school in the state, and that at present there are 
thirty-eight Rhode Islanders studying at one or 
another of the three Boston institutions. He said 
that American Medical Association figures show 
that of the state’s 1035 physicians, 381 were trained 
in the Massachusetts schools. 

He said that following World War IT, tuberculo- 
sis courses were dropped from the curricula. The 
need to reinstate TB study led to establishment of 
a course at Harvard in 1953, under sponsorship of 
the Middlesex County Health Association. Its suc- 
cess resulted in extension of the study to other 
schools, financed by contributions from the Massa- 
chusetts TB associations and administered by the 
Massachusetts Tuberculosis and Health League. 

A $12,000 fund is needed annually for the course, 
and the Rhode Island association is the first to re- 
spond to the Massachusetts League’s appeal to all 
other New England states for support. 


Community Information Service Established 
The /nformation Service — UNion 1-2277 — of 
the Rhode Island Council of Community Services 
is now in operation under the direction of Miss 
A. Gloria Carbone. The new division lists its scope 
of activity as follows: 
AN OUTREACHING SERVICE to bring 
together persons in need and the community serv- 
ice available . . . with particular concern for the 


chronically ill and aging 
continued on page 344 
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continued from page 342 

ACCURATE INFORMATION about 
health, recreation, welfare and related services, 
... Anyone calling can talk over his problem 
with a professional consultant and be referred to 
the appropriate community resource 

CONSULTATION to agencies seeking in- 
formation for their clients and patients .. . and 
about referrals 


PURPOSE ... to gain new information about 
the problems of the aging and chronically ill and 
the services needed to help them. 

SPONSORSHIP... This is a three-year proj- 
ect financed by a U. S. Public Health Service grant 
to the Rhode Island Council of Community Serv- 
ices, Inc., in co-operation with the Rhode Island 
Department of Health, and supplemented by a 
grant from the Rhode Island Foundation. . . . It is 
part of a concentrated attack on the problem of 
chronic illness by the Rhode Island Council of Com- 
munity Services, Inc. 


Foreign Physicians Tax Education 
Council Facilities 

The number of foreign-trained physicians taking 
the qualifying examination of the Education Coun- 
cil for Foreign Medical Graduates is rapidly in- 
creasing. 

Only 298 took the first examination in March 
1958; 844 in September 1958; 1,772 in February 
1959, and more than a thousand have already regis- 
tered for the next examination Sept. 22, 1959. 

The council, with offices in Evanston, Illinois, 
aids graduates of foreign medical schools in estab- 
lishing their qualification to assume internships or 
residencies in United States hospitals. 

In the first examination, 51 per cent of the 298 
candidates won standard ECF MG certificates based 
on a score of 75 per cent or better. No temporary 
certificates were issued since the language problem 
was not then recognized to be as great as subsequent 
examinations have proven it to be. 

In the second examination, 49.5 per cent of the 
844 candidates won standard ECF MG certificates. 
Another 26.8 per cent won temporary two-year 
certificates based on scores of 70 to 74 per cent. 

In the third examination, 43.4 per cent of the 
1,772 candidates won standard ECFMG ecertih- 
cates. Another 25.5 per cent won temporary two- 
year certificates. 

There was considerable evidence that inadequate 
command of English played a major role in pro- 
ducing failure in the qualification examination im 
some of the foreign examination centers. There was 
one center in which three out of five candidates 
either failed or did very poorly on the ECF MG 
English test, and there were two centers where ap- 
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proximately half of the candidates either failed or 
did very poorly on the English test. In the whole 
group of 494 physicians taking the examination in 
foreign centers, 45 showed serious inadequacy in 
their command of English. In contrast among the 
1,278 foreign trained physicians taking the English 
tet in U. S. examining centers, none failed and 
only three did poorly. 

Applications for the next qualifying examination 
Sept. 22 must be in the ECF MG offices at 1710 
Orrington Avenue, Evanston, Illinois, by June 22. 


Air-Minded Doctors Offer Services 
for Civil Defense 

The services of 1,500 civilian physicians who are 
licensed pilots will be made available to state civil 
defense organizations under a program sponsored 
by the Flying Physicians Association, Inc. 

The Association with national headquarters at 
Tulsa, Oklahoma, is an organization of physicians 
who own private planes or have them available. 

The Association has established a disaster com- 
mittee and has volunteered its resources for use in 
natural disasters or civil defense emergencies. 
These resources, distributed throughout the nation, 
include in addition to the trained physician-pilots, 
approximately 1,500 immediately available planes, 
3,000 nurses, and medical supplies. 


Why People Resist Vaccination Efforts 

If you’re wondering why horses couldn't drag 
some people to their doctors for polio shots, it may 
he because they aren't being appealed to on the right 
basis. California Department of Public Health con- 
ducted a survey among uninoculated citizens and 
found that the biggest reasons for not obtaining 
protection were fear and procrastination. 

Fourteen per cent of the people interviewed 
doubted the safety of the vaccine. Forty-six per 
cent of the uninoculated said they were too busy or 
couldn't be bothered. Expense, according to the 
survey, was a problem to 15% of those earning 
under $2,000 a year. Twenty-four per cent of the 
interviewees with children under six years thought 
their offspring were too young for the shots. 


Athletic Injury Symposium at Kingston in August 

A two-day symposium on The Prevention and 
Treatment of Athletic Injuries will be held on 
Monday and Tuesday, August 17 and 18, under the 
joint sponsorship of the Department of Physical 
Education and the Health Service of the University 
of Rhode Island. : 

The symposium, the first of its kind to be held 
ona major scale in New England, is designed pri- 
marily for all team physicians, athletic trainers and 
coaches of colleges, universities and public, private 
and parochial secondary schools in the New Eng- 


land, New York and New Jersey areas. 
continued on next page 
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The A. B. Munroe Dairy 
Laboratory, where milk is 
subjected to constant testing, 
using the most modern methods 
of milk analysis. 


Through every step in 
processing, from the immaculate 
receiving room to pasteurizing 
and homogenizing, on through 
bottling and refrigeration, the 
A. B. Munroe Dairy observes 
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dairy hygiene. The spotless 
surroundings and rigid quality 
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A. B. Munroe Dairy products 
that reach your table are as 
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modern science can make them. 
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151 Brow Street, East Providence, Rhode Island 
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Doctor A. A. Savastano, Providence orthopedic 
surgeon, will serve as chairman of the medical sec- 
tion, The program will be under the direction of 
Professor Fred D. Tootell, director of the Depart- 
ment of Physical Education for Men, and Doctor 
S. J. P. Turco, director of the Health Service at 
the University. 

Cold Vaccine Predicted in Next Two Years 

A vaccine which will prevent from 60 to 70 per 
cent of all common colds will probably be available 
within the next twenty-four months, an expert in 
cold research has predicted. 

“T realize that I have stuck my neck out,’” Doctor 
Thomas G. Ward, professor of virology at Notre 
Dame University, South Bend, Indiana, said. How- 
ever, he believes that a vaccine can be developed 
against “an acceptable proportion of the common 
colds.” 

In an interview, reported in the April Topay’s 
HrAttH, published by the American Medical As- 
sociation, Doctor Ward said he does not believe 
that common colds will be wiped out, even with an 


adequate vaccine. 

‘People are not going to take the vaccine, just as 
they are not taking polio vaccine . . 
‘People are people and we have great difficulty in 
selling preventive medicine. The prevention of 


.. he said. 


dlisease is not as glamorous or as consuming to the 
individual as his actual illness.” 

From 75 to 80 per cent of common colds are 
caused by a group of viruses or a group of ordinary 
bacteria of the streptococcus type, Doctor Ward 
said. Others may be allergy-symptom colds or 
psychosomatic. 

Atlantic City Began as a Doctor’s Dream 

When some 15,000 physicians converge on At- 
lantic City in June for the American Medical Asso- 
ciation’s annual meeting, they will be arriving at a 
place that began as a doctor’s dream of a health 
resort. 

In 1852, when Atlantic City was called Absecon 

3each, Doctor Jonathan Pitney, who had a thriving 

practice in the community of Absecon, saw the 
advantages of the beach as a health resort. At the 
same time, a glass manufacturer wanted a railroad 
to carry his wares. Between them, the two men sold 
businessmen in the area on the advantages of a rail- 
road to the island. 

Once the railroad was built, a real estate boom 
occurred. Hotels were built, the town’s name 
changed to Atlantic City, and the “world’s leading 
seashore resort” began. 

Patient Information Folders Distributed by Ames 

Capsule information on common and complex 
medical problems is provided directly to patients in 
their physicians’ waiting rooms in a new series of 
folders introduced by Ames Company, Inc. 
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The series is provided in the belief that the physi- 
cian, druggist and pharmaceutical industry have a 
mutual interest in promoting a better patient under- 
standing of topics pertaining to medical care. 

The new series will deal with such topics as the 
cost of prescriptions, the medical consultation, hos- 
pital costs and medical research. The capsulated 
information also will act as a timesaver for physi- 
cians by covering questions which may arise during 
office visits. 

The patients’ information folder is part of Ames 
Cliniquick physicians’ mailer series which deals 
with clinical briefs for modern practice. This new 
feature can be detached and folded for display on 
the physician's waiting room table. 

“Are Prescription Costs Too High?" is the 
theme of the first feature in the series, included in 
the current Cliniquick issue on the management of 
the diabetic child. The mailer has been sent to doc- 
tors across the country. 


Doctors’ Private Offices in Community Hospitals? 

Physicians will have private offices in more non- 
profit community hospitals in the future predicts a 
new monograph published by the American Hos- 
pital Association. 

The monograph, PHysicIANs’ PRIVATE OFFICES 
AT HospirAts, is the report of a research project 
conducted by Doctor C. Rufus Rorem, executive 
director of the Hospital Council of Philadelphia 
and supported by a research grant from the Divi- 
sion of Hospital and Medical Facilities, U. S. Pub- 
lic Health Service. 

The monograph states that physicians’ offices in 
hospitals will enable patients to use the hospital as 
a one-stop center and “achieve convenience and 
effectiveness in medical practice.” 

“The doctor remains at one location throughout 
the entire day. He may interrupt his office practice 
for emergencies in the hospital and he avoids the 
necessity of traveling to and from the hospital.” it 
points out. 

‘Doctors’ offices at hospitals are a logical de- 
velopment of specialization in medical practice,” 
according to this report. “The doctors provide the 
professional knowledge and skill. The community 
provides the funds for buildings and diagnostic and 
treatment facilities.” 

Areas investigated for the project include the 
types of private offices, the legal aspects, rental rates 
and policies, and lease provisions. 

New Light on Health Problems 
of the Over Age 65 

‘Aging people inevitably face special health prob- 
lems, and most older people have health problems 
that bother them to some extent,” Health Informa- 
tion Foundation reported recently. 

In fact, about 85 per cent of the persons in the 
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over-05 age group interviewed recently in a Foun- 
dation-sponsored survey said they had had some 
health complaint or other illness which bothered 
them within the previous four weeks. 

Early results of the survey were published in the 
Foundation’s monthly statistical bulletin, PROGRESS 
iw HEALTH Services. The study was made in co- 
operation with the National Opinion Research Cen- 
ter of the University of Chicago, in which a random 
cross-section of the U. S. population of 65 and over 
were interviewed at length about such items as their 
health, living arrangements and income. 

Persons 65 and over were found to average 7.6 
visits to doctors a year per capita—about two visits 
a year more than the average for all age groups in 
this country. The survey also showed that almost 
two out of every five older persons had not seen a 
doctor during the previous twelve months, and 
10 per cent of the survey group hadn’t been to a 
physician in five years or more. 

Only one out of every three persons interviewed 
who had a health complaint, however, had told a 
physician about it. “Economic factors seem to be a 
relatively minor element in this reluctance to see a 
physician,” said George Bugbee, Foundation presi- 
dent. Even though incomes are generally lower 
among the older age groups, only 3 per cent of all 
persons 65 and older said they had delayed consult- 
ing a physician because of the cost. 

Another reason why some older people fail to 
seek medical attention, Mr. Bugbee continued, 
“may bea feeling that visiting a doctor or a hospital 
is tantamount to acknowledging an inability to cope 
with the inevitable illnesses of old age.”’ 

Older persons, he conceded, “may be justified in 
reasoning that some sickness is inevitable. In addi- 
tion, most of them remember a time, not too many 
years ago, when doctors and hospitals were far less 
effective than they are today. Modern medicine, 
however, often can alleviate or delay the disabilities 
of the later years. The proportion of people reach- 
ing advanced ages nowadays is in itself testimony 
to the skill of medical science. Older people need a 
greater awareness that the health professions can 
help all age groups—not simply those in the young 
and middle years.” 

Among the older persons who had visited a doc- 
tor within the four weeks before being interviewed 
by N.O.R.C., four out of every five were able to pay 
for the service, either from their own income or 
savings, or with the help of a relative. About 58 
per cent of the persons paying for such services 
reported bills of under $10. 

About one fifth of the older persons receiving 
medical care in the four-week period had not had 
to pay for it, the Foundation report said. In most of 
these cases, the bill was met by a welfare or chari- 
table agency, or else the doctor made no charge. 
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for continuous control 
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Whether for a sudden attack or for 
prolonged therapy, ISOPHYLLIN brings emer- 
gency help plus ’round-the-clock relief to the 
chronic asthmatic. 


Isoproterenol HCl, a powerful bron- 
chodilator, is released from the outer coating 
of a lemon flavored tablet. Taken sublingually, 
it acts in 60 seconds to control the attack and 
allay anxiety. As flavor disappears, the core 
of the tablet is swallowed—providing race- 
phedrine HCl, phenobarbital and neothyl- 
line, which confer continuous benefit for over 
four hours. A single tablet every four hours 
affords prolonged symptomatic control .. . in 
sudden attacks, sublingual dosage brings 
dramatic relief. 


ISOPHYLLIN tablets are available on your pre- 
scription in bottles of 100 and 1000. 
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CEDAR RAPIDS, IOWA 








348 


RHODE ISLAND MEDICAL JOURNAL 





[666262248269 28608¢6696¢ SES SSESS ESSEC SERPS ISIESSEELISIZSPOLZOUIVRASIAVVVIV2VQQo 





DISTRICT MEDICAL 


SOCIETY MEETINGS 





NEWPORT COUNTY MEDICAL SOCIETY 

The regular meeting of the Newport County 
Medical Society was held at the Hotel Viking on 
Wednesday, April 1, 1959. Doctor Charles B. 
Ceppi, president, presided. 

The applications of Doctors Mauricio Golberg, 
Block Island, Rhode Island; Thomas R. Cox, 
pathologist, Newport Hospital, and William C. 
Hartnett, Jr., Tiverton, Rhode Island, for active 
membership in the Society were referred to the 
censors. 

Under communications received, it was noted 
that the Newport County Public Health Depart- 
ment would have a mobile chest unit in this area 
for X rays of those over 20. This service was en- 
dorsed by the members. A communication from 
Representative John E. Fogarty regarding the Self- 
Employed Individual’s Retirement Act of 1959 was 
read and discussed. It was moved to notify Senators 
Green and Pastore of our endorsement. 

Doctor John Malone, reporting as counsellor, 
discussed such problems as the Hearing Clinic at the 
Rhode Island Hospital ; the Forand Bill; the Provi- 
dence telephone directory listings of specialties in 


the classified section; and remarked that Newport 
Society members were well represented in practi- 
cally all the state committees. He spoke of the trend 
toward Social Security for doctors in the nation 
and all members present unanimously approved 
Social Security for doctors. Doctor Malone was 
requested to take a poll of all the absent physicians, 
so that the state society would be cognizant of our 
feelings. 

Doctor Ciarla discussed the new Blue Cross- 
Physicians Service Indemnity Plan. He also 
pointed out that the mails have been used to adver- 
tise and defraud by presenting literature that was 
received a few days ago and he urged that the So- 
ciety condemn such advertisement. 

The president then discussed bills before the 
State Legislature and Senate Bills No. 125 and 
No. 372 and House Bills No. 1353 and No. 1094. 
The members approved the action of the State Judi- 
clary Committee in regard to these bills. 

The meeting adjourned at 8:30 p.m. 

Respectfully submitted, 


Epwarp ZAMIL, M.D., deting Secretary 
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The water-soluble, nonstaining base melts on con- 
tact with the tissue, releasing the Xylocaine for 
immediate anesthetic action. It does not interfere 





with the healing processes. 
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ACTS FASTER — usually within 5-15 minutes. 

LASTS LONGER — usually 6 hours or more. MORE 
THOROUGH RELIEF — permits uninterrupted sleep 
through the night. RARELY CONSTIPATES — excellent 
for chronic or bedridden patients. VERSATILE — new 
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SRT 


Each PERCODAN™ Tablet contains 4.50 mg. 
dihydrohydroxycodeinone hydrochloride, 0.38 mg. 
dihydrohydroxycodeinone terephthalate, 0.38 mg. homatropine .*7 
terephthalate, 224 mg. acetylsalicylic acid, 160 mg. * 
phenacetin, and 32 mg. caffeine. 
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Reaching for 9B 
shoes and other top 
shelf sizes is no 
joke...it gave me 


a terrible kink 
in my back. 


Before the day was 
over, | could ' 
hardly stoop to push 
a shoehorn. 


I called my 
doctor that night 
and picked up 
the tablets he 
prescribed. 











The pain went away 
fast—in just 15 minutes 
—and I was back on 

the job the next 
morning! But not one 
9B customer came 

in the whole day! 
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MEDICARE REGULATIONS 


Statements Required of Physicians to Substantiate Claims 


* 


* 


— Acute Emotional Disorders Complicating Pregnancy 





Statements Required of Physicians to 
Substantiate Claims 

1. A number of inquiries have come to the atten- 
tion of this office concerning the extent to which a 
Fiscal Administrator should go in verifying phy- 
sicians’ statements made on claims in connection 
with covering emergencies and covering acute sur- 
gical conditions. 

2. It has always been the policy of this office to 
rely upon the judgment and integrity of the cog- 
nizant medical authority (charge physician) in 
substantiating claims. In furtherance of this policy 
when the cognizant medical authority (charge phy- 
sician ) indicates on the claim form, or attachment 
thereto, that an acute or emergent medical or sur- 
gical condition existed which required prompt 
treatment in a hospital without delay, and if the 
care is furnished in compliance with the conditions 
outlined in the claim, if otherwise complete, is pay- 
able without further reference to this office. It is 
emphasized, that the acute or emergent condition 
mentioned above must be of a medical or surgical 
nature—not socio-economic. 

3. The basic statement of the physician sup- 
porting a claim should be concise and should not be 
so qualified as to raise doubt as to the meaning of 
the basic statement itself. The types of statements 
required in support of claims involving emergencies 
and acute surgical conditions are described below : 

a. Statement Required in the Case of an Emer- 
gency Requiring Hospitalisation—The statement 
required in cases covered in paragraph 5a(1) of 
ODMC Letter No. 16-58 is: “The case was a bona 
fide acute emergency.” 

b. Statement Required in Cases Involving Acute 
Surgical Conditions—The diagnosis, on the claim 
form, or any separate statement or certification 
attached thereto, submitted by the charge physician, 
which clearly states that the conditions covered pre- 
vailed, may be accepted. For guidance only, an ac- 
ceptable certification is set forth below: 

“An acute condition existed requiring hospital- 

ization, without delay, for the purpose of carry- 

ing out surgery at the earliest practicable time.” 

4. Guidance was furnished previously on cases 
involving acute medical conditions. Set forth below, 
for ready reference, is paragraph 8b, ODMC Let- 


ter No. 16-58: 

“The provisions of the Joint Directive pertain- 

ing to the treatment of acute medical conditions 

remain unchanged. However, in accordance with 

ODMC Letter No. 25-57, dated 24 December 

1957, the admission of patients not acutely ill for 

diagnosic surveys will not be payable.” 

5. It is expected that a physician’s diagnosis on 
the claim form or any separate statement or certifi- 
cation substantiating either an emergency, acute 
surgical condition, or acute medical condition, will 
be consistent with the clinical facts in the case. 

6. In those unusual instances where the Fiscal 
Administrator has reason to believe that an incon- 
sistency exists, the case, together with copies of 
pertinent hospital medical records, should be re- 
ferred to this office for consideration. 

7. Assistance to Hospitals—Physicians are ur- 
gently requested to assist hospitals by furnishing 
to them information and statements necessary to 
properly substantiate hospital claims. The necessity 
for physicians’ assistance must again be empha- 
sized. Adjudication by the different Fiscal Admin- 
istrators can best be achieved when the information 
supporting the separate claims (hospital and physi- 
cian) is consistent. 


Acute Emotional Disorders 
Complicating Pregnancy 

1. This letter supersedes any instructions pre- 
viously issued concerning this subject which may 
be in conflict with the contents as stated herein for 
Acute Emotional Disorders Complicating Mater- 
nity Care. 

2. Increasing evidence has come to the attention 
of the Office for Dependents’ Medical Care indicat- 
ing a need for clarification of the extent to which 
the Government will pay in the case of eligible de- 
pendents who develop acute emotional disorders 
complicating pregnancy or constituting postpartum 
psychosis occurring within the authorised six (6) 
weeks postpartum period. This clarification is in 
consonance with the provisions of the Program 
relating to complete obstetrical and maternity 
services. 

3. Due to the separate contract arrangements 
relating to payment of hospital and physician 
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charges, this subject requires separate considera- 
tion for the procedures relating to payment of the 
care identified in the preceding paragraph. 

4. CARE AUTHORIZED 

Antepartum Period 

(1) Hospital Services: In-hospital care may be 
authorized for limited periods when such cases 
constitute an actual complication jeopardising preg- 
nancy. Requests for payment of in-hospital care of 
the acute phase of the emotional disorder arising 
during pregnancy must be accompanied by certifi- 
cate(s) signed by the attending physician and/or 
the physician providing psychiatric skills. This cer- 
tification of clinical facts must be in sufficient detail 
to establish the nature of the acute phase of the 
emotional disorder which is considered to jeopard- 
ize the pregnancy. Payment for the acute phase of 
the emotional disorder will be limited solely to serv- 
ices required for its management. 

(2) Physician Services: To preclude delays in 
payment and prolonged correspondence, requests 
for payment of physician services (DA Form 
1863) related to in-hospital management of the case 
submitted by the attending physician and/or the 
physician providing psychiatric skills must show 
the identical certification as required by paragraph 
fa(1), above. 

b. Postpartum Period 

(1) Hospital Services: To be payable under the 
Dependents’ Medical Care Program, the admission 
for in-hospital care of postpartum psychosis must 
have occurred during the authorized six (6) weeks 
postpartum period. The mazximuin Government lia- 
bility will be limited to the management of the 
acute phase of the postpartum psychosis. For this 
service to be payable, claims must be accompanied 
by certificate(s) of the clinical facts signed by the 
attending physician and/or the physician providing 
psychiatric skills. This certification must indicate 
that an acute phase of the postpartum psychosis 
existed at the time of admission to the hospital and 
that the acute phase extended through the entire 
period covered by the claim submitted. 

(2) Physician Services: Requests for payment 
of physician services related to in-hospital manage- 
ment of the case identified in paragraph 4b(1), 
above, must be accompanied by the same certifica- 
tion as indicated in that paragraph. This certifica- 
tion must accompany the DA Form 1863 (Claim) 
submitted by the attending physician and/or the 
physician providing psychiatric skills. 

5. CARE NOT AUTHORIZED 


a. Pseudocyesis or its management as this condi- 
tion has never constituted authorized care under 


the Dependents’ Medical Care Program. 
concluded on next page 
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b. Outpatient care for acute emotional disorders. 
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Statement of Attending Physician With 
Reference to 2d Trimester of Pregnancy 
On or Before 1 October 1958 

1. A number of inquiries have been received 
from Medicare Contractors as to whether this office 
contemplates establishing a cut-off date for accept- 
ing the statement of the attending physician that 
the maternity patient, residing with sponsor, had 
reached the second trimester on or before 1 Octo- 
ber 1958. 

2. The physician's statement is acceptable in 
those instances where the delivery is performed on 
or before 30 April 1959. This position was reached 
after careful consideration of the maximum normal 
period of gestation, a reasonable period of time to 
allow for unusual cases, and the information likely 
to be available to the physician when he made the 
determination that the patient had reached her sec- 
ond trimester of pregnancy on or before 1 October 
1958. 

3. Where delivery is performed after 30 April 
1959, a PERMIT will be required when the de- 
pendent patient is residing with sponsor. There may 
be a few cases, certified to have reached the second 
trimester on or before 1 October 1958, which the 
physician believes to be so unusual as to warrant 
special consideration. In those instances where the 
physician requests that his claim be reconsidered, 
the fiscal administrator should forward, to this 
office, the DA Form 1863, the physician’s state- 
ment, and any other pertinent information support- 
ing the claim. 





Wednesday .. . June 24 


GOLF TOURNAMENT 
and 


ANNUAL DINNER 


Providence Medical 


Association 


RHODE ISLAND MEDICAL JOURNAL 


FETAL DEATHS (S#illbirths) 
The Rhode Island State Department of Health 
has adopted the following new regulations, effective 
April 1, 1959: 


Definition of Fetal Death 

“Fetal death is death prior to the complete ex- 
pulsion or extraction from its mother of a product 
of conception, irrespective of the duration of preg- 
nancy ; the death is indicated by the fact that after 
such separation, the fetus does not breathe or show 
any other evidence of life such as beating of the 
heart, pulsation of the umbilical cord, or definite 
movement of the voluntary muscles.” 

The above definition was recommended for adop- 
tion in May, 1950, by the World Health Organiza- 
tion. This definition has been adopted in the United 
States as the nationally recommended standard. 
The term “Fetal Death’ was defined on an all- 
inclusive basis to end confusion arising from the 
variety of usages of such terms as stillbirth, abor- 
tion, miscarriage and others. 

It is requested that all fetal deaths, irrespective 
of the number of weeks of utero gestation, be re- 
ported on the fetal death certificate (red “stillbirth” 
form). Fetal deaths of less than twenty weeks’ 
gestation do not require burial. Reports should be 
appropriately marked and sent directly to the State 
Department of Health within seventy-two hours 
after such delivery. 

Each fetal death which occurs in this state after 
a gestation period of twenty completed weeks or 
more must be registered with the local registrar of 
the district in which delivery occurred. If the num- 
ber of weeks gestation is uncertain other criteria 
are: 1.) weight of 400 grams or more, or 2.) a 
crown-rump measurement of at least 16.5 cm. 

The funeral director or person acting as such 
who first assumes custody of a dead body or fetus 
shall obtain a burial-transit permit prior to final 
disposition or removal from the state of the body or 
fetus which has attained twenty weeks’ gestation. 
Such permit shall be issued by the local registrar of 
the district where the death occurred when a cer- 
tificate of fetal death has been filed. 

The requirements for filing a fetal death certifi- 
cate for a fetus which has attained twenty weeks’ 
gestation are the same as those for filing a death 
certificate. When no physician was in attendance, 
the certificate must be signed by the medical ex- 
aminer. 
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